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In Memoriam 
DR. LINN COOPER 


Dr. Linn Fenimore Cooper, one of the original members of the Society 
for Clinical and Experimental Hypnosis from its founding, died recently 
in Kanowit, Sarawak on the Island of Borneo. He was sixty years of 
age. 

Dr. Cooper, an internist and on the faculty of Georgetown Medical 
School, has done extensive work in the area of hypnosis particularly in 
experimental research and is perhaps best noted for his introduction of 
the concept of time distortion in relation to hypnosis and the evolvement 
of its theoretical and therapeutic implications. 

Dr. Cooper’s early articles in this area have been most provocative in 
connection with the whole concept of the psychology of time and the 
nature of perceptual alterations in relation to behavior. 

With the death of Dr. Cooper, the Society has lost an extremely valu- 
able member whose contributions and support to scientific hypnosis 
shall long be remembered. This Journal is especially grateful to Dr. 
Cooper for his gracious support and assistance in helping to establish 
this publication of the Society over seven years ago. Though often out- 
side of the United States, he continued to extend his interest and sup- 
port. 
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THE PSYCHODYNAMICS OF RECOVERY 
UNDER HYPNOSIS' 


JACOB H. CONN, M.D? 


Almost every experienced investigator has accepted the conclusion, 
that the theory to which a therapist subscribes is not as important in 
obtaining a good therapeutic result, as the kind of person that he is. The 
doctor may believe, as Deleuze did, one hundred years ago, that the ef- 
fect of hypnosis is due to a mysterious fluid called Animal Magnetism, 
and yet be able to understand and satisfy the basic, personality needs of 
his patients. This is just what happened, when Deleuze asked his som- 
nambulistic patients such questions as “How long shall I let you sleep?”, 
“Have you any directions to give me?”, “When shall I magnetize you 
again?” and the best of all possible questions, “Do you think I shall suc- 
ceed in curing you?”. In this manner Deleuze, who believed in Mesmer’s 
theories, unwittingly increased his patients’ initiative and augmented 
their self-esteem by treating them as if they were co-workers whose 
opinions he highly respected and could depend upon. (16) 

With the advent of the Freudian era, at the turn of the Century, the 
dynamic unconscious soon became the acceptable, theoretic concept. 
Because of their enthusiasm for this new hypothesis, which postulated 
that all of the “real answers were hidden deep in the unconscious” it took 
several decades before the earlier workers discovered the fact, that when 
a patient finally uncovered an unconscious motive after an expenditure 
of much time, sweat, tears and money, it did not follow that, because he 
now knew the reason why he behaved or thought in the manner that he 
did, that he spontaneously was “cured”. (3, 4) 

This clinical fact now is accepted by every experienced therapist, and 
has led to the surrender of the previous, obsessive and futile search for 
traumatic, infantile memories because as Rado has stated, “digging into 
the past yields diminishing returns” (24). Because of their lack of ex- 
perience with intensive psychotherapy this conclusion has not been ac- 
cepted by many practioners of hypnosis. In order to feel secure and to 
be accepted by certain inexperienced hypnotherapists, their patients 
have had to consent to being regressed and then were encouraged to 
uncover early traumatic events, preferably in a highly emotional and 
melodramatic manner. It has been pointed out by Wolberg that, “The re- 
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covery of forgotten traumatic events and experiences does not always 
produce therapeutic change. The expectation that recovery of traumatic 
experiences will invariably produce an ameloration or cure is founded 
on a faulty theoretic premise.” It is surprising, how few general practi- 
tioners are aware that the same criticism repeatedly has been made 
about the limitations of the cathartic method. All of the psychiatric 
pioneers have tried and failed to cure patients with the help of emo- 
tional release (abreaction). Thus Breuer, Freud, Adler, Jung, Stekel, 
and more recently Rado, Kubie, Hendrick, Horney, Bibring and Wol- 
berg have questioned the curative value of abreaction and have indicated 
how futile it was to retrace early fantasies and memories. (25) 

Yet, in almost every current textbook for the general practitioner 
hypnosis is being used to recall a single or series of traumatic experiences 
(which often are spurious and fabricated) and then the patient is con- 
sidered as being “cured” after a half dozen sessions. This is a therapeutic 
anachronism which modern psychotherapy has discarded and represents 
an attempt to over-sell hypnosis as a short cut to therapy. (8, 10) 

An example of this type of erroneous practice was sent to be by a 
psychologist who wrote, “We recently had a three-day seminar. From 
the encouragement given to dentists to remove symptoms, it appears that 
we will have either many more sick individuals or more healthy individ- 
uals personality-wise. Dr. ...... demonstrated the removal of excessive 
gagging by regressing to the original incident and simply telling the den- 
tist-subject that whereas the gagging had some significance at that time, 
it was no longer necessary or useful for the individual to gag. Upon 
awakening it was evident that the repression had been lifted and the 
connection between gagging and a sexual incident when the subject was 
eight years of age had been re-established. Initially, the subject was 
happy that he no longer gagged, could superficially verbalize the con- 
nections, but when I observed him and talked to him about three hours 
later, it was quite evident that he was in a much heightened state of ten- 
sion and anxiety. It was suggested to the dentists that they could follow 
this same procedure with nail biting, bed-wetting, and other types of 
disturbances found in children.” (personal communication) 

It, therefore, is wrong in principle and misleading in practice to begin 
by informing the patient directly or indirectly that he will recover as 
soon as he can recall certain “buried” memories. What usually happens 
in these cases is that the patient feels compelled to fabricate traumatic 
memories in order to please the therapist. Hull has demonstrated that 
patients fabricate more easily under hypnosis than in the waking state. 
(19) It also is an accepted clinical observation, that each hypnotist re- 
ceives those psychological contents, which he has indicated to his patient, 
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as being the ones that he is specially interested in. Furthermore, as Wol- 
berg has indicated an “overemphasis on the part played by the past may 
minimize the influence of the actual life situation and the patient may 
utilize his inimical childhood experiences as a justification for his neuro- 
sis and for resistance to change.” (25) 

I used to wonder why certain hypnotherapists always report, that 
their patients are vividly experiencing sex relations, becoming involved 
in the acting out of their hostilities, and expressing themselves by sob- 
bing and screaming, while my patients, usually sit quietly talking about 
their actual life problems with relatively little interest in the more melo- 
dramatic aspects of acting out. I slowly began to realize after treating 
several patients, who previously had felt the need for acting out with 
other therapists, that they were pleasing their doctors, because they, 
repeatedly had indicated to them that this was the only way to get well. 
(1, 2, 5) 

This brings to mind the story of the supervising psychiatrist, who was 
puzzled in regard to the reports that he was receiving. In each typed re- 
port of the interview the patient had referred to “the rapist”. His per- 
plexity grew until he thought of talking to the secretary, and found that 
she had been typing “the rapist”, whenever the word “therapist” ap- 
peared in the record. Apparently, under certain conditions these terms 
are interchangeable. 

Let me read you an example from an otherwise excellent text of a 
folie a deux, which may develop between a hypnotherapist and his pa- 
tient. A lexicographer with a sense of humor has defined folie a deux, as 
the “gruesome twosome”. (17) 

A patient, who is impotent is instructed while in the trance to visualize 
his father (He previously had been told that he should recall some inci- 
dent, which is “responsible” for his condition). The patient responded 
to this suggestion by seeing himself in bed with his mother, and said, 
“She is putting her hand on my penis and she is saying something. Now 
I know what she is saying. She shouldn’t have said that. She shouldn’t 
have done that. Now, I know why I hate my mother. I could kill her for 
it. She made me think things that I wasn’t supposed to think. Now I know 
exactly and I can’t help myself. I must hate her.” As his rage built up 
until he could not control himself he said, that his mother had murmured, 
while placing one hand upon the organ, “When you are older, Ed, I’ll tell 
you exactly what you are supposed vo do with this, but until then no one 
else is supposed to touch you there.” The patient became violent with 
rage, then the rage subsided and he became at first fearful then hysteri- 
cal. He developed a panic reaction and begged not to have to look at the 
screen anymore, for he was afraid of seeing something else. “It would 
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be better’’, he said, if he did “not know it”. After repeated demonstration 
of this material the patient was “desensitized” to the situation and ac- 
cepted it “with the thought that his mother was only unfortunate in her 
ignorance, and perhaps should have been psychoanalyzed also.” The pa- 
tient had identified his wife with his mother and the report concludes 
that he has been “symptom free ever since.” (italics mine). (18) 

There is always the probability that such an account is a “memory 
romance”, a fabrication rather than a true memory! The patient had 
been instructed to look for an infantile traumatic event, and had wanted 
to please his therapist, as well as to escape being held responsible for his 
impotence. It is not he who is passive, dependent, and unable to think 
for himself or to experience adult love, since the fault lies entirely with 
his mother; she alone is guilty. (14, 15) 

This reminds me of the story told by Sid Caesar when he played the 
role of the Professor, who was seeking an explanation of his patient’s 
chronic insomnia. “I made him go back, as far back as he could go in his 
memory,” said the Professor, “until the patient remembered, that when 
he was an infant his mother had told him to open his eyes, and then had 
forgotten to tell him to close them!” 

If this appears humorous, let me tell you about the patient from a city 
in the deep South, who was referred to me for the treatment of torticollis. 
He was a successful, ambitious, business executive who had “outgrown” 
his dutiful wife and felt guilty because he was thinking of divorcing her. 
In a matter of several minutes, after readily entering the trance state, 
his head became as straight as an arrow. The patient was aroused and 
permitted to see the “wonderful” cure in a mirror, but expressed himself 
as being dissatisfied. “Why”, he asked, “can you do this and why can’t I? 
I won’t be satisfied until I can do it myself.” As he departed for home, 
he asked me for the name of a book, and I mentioned Horney’s The Neu- 
rotic Personality of Our Time. The patient wrote to me several months 
later that the book had contained a statement (which is untrue) that a 
patient is cured when he remembers an early trauma. The patient was 
pleased to report, that he had succeeded in recalling an early trauma, 
which had occurred at two, when he had a hernia operation and had 
“almost died’. “Certainly,” he wrote, “that must have been a real trau- 
matic experience for a two year old.” He had been able to straighten out 
his head and to keep it straight after he had recalled this traumatic event, 
and promised to come to visit me, so as to prove that he was symptom 
free. A few weeks later he dropped in on his way to Washington to dem- 
onstrate that his head was “as good as new”. (6, 7, 8) 

Hypnotherapy, if it is to be accepted as one of the dynamic psycho- 
therapies cannot remain naive and unsophisticated but must learn to 
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avoid the erroneous practices which have been proven ineffective thera- 
peutically over a period of 50 years. You cannot turn the clock back to 
the time, when therapeutic suggestion was the only way to help the neu- 
rotic patient. The patient cannot be coerced into getting well by any ap- 
proach decided upon in advance by the therapist. The patient must find 
his own way, as well as his own time, when to get well, and select his own 
therapist, if he is to be cured, just as the doctor must develop his own way 
of helping the patient. You cannot “give” a patient insight by telling 
him what is wrong when he is awake or while he is hypnotized. Insight, 
the kind that leads to personality integration is not an intellectual, ra- 
tional process but an affective, emotional reconstructive process coming 
from within and not from without. It is insight through transference 
which hypnosis, like every other dynamic type of psychotherapy, uti- 
lizes. It provides another person, the therapist, who becomes the only 
true reality through which the patient’s ego can safely experiment with 
the process of integration. (26) This is especially true in hypnotherapy 
in which, as Kubie and Margolin have stated, “the incorporated image 
of the hypnotist plays the same role in the hypnotic subject as does the 
incorporated image of the parental figure in the child or adult.” (21). 

A clinical example may help to clarify these theoretical principles. 
The case material describes the manner in which a patient terminated 
a severe hysterical depression of five years’ duration. 

William B. was 22 years old when he started treatment. He presented 
the features of acute anxiety, depression, and a marked tremor (inten- 
tional, tremulous incoordination). During the year preceding hypno- 
therapy, Mr. B. had completed his professional training, then had be- 
come progressively more despondent, anxious, and drank excessively 
while under treatment (distributive analysis) over a period of 2 years. 

The patient is the youngest of four children. The oldest sister is emo- 
tionally stable; the second sibling, a sister, recently experienced a severe 
hysterical illness requiring prolonged hospitalization. The third sibling, 
the patient’s older brother and father’s namesake, is a spree drinker who 
has wrecked several cars. He disappointed his self-educated, moody, 
successful father by failing in high school. The father, then shifted all 
of his hopes to the patient, who became his “whole” life. Mr. B. never felt 
close to his mother, who had a limited education and whose chief interest 
is her home. 

The father has had a tremor of the hands for many years. The patient 
recalled that he had become tremulous soon after he had started mas- 
turbating at the age of twelve. The tremor of his hands had gradually 
increased so that from 13 to 22 years of age he had avoided using his 
right hand. When he was 23, it was necessary to hospitalize the patient 
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for five months because of excessive alcoholism, his fear that he might 
kill himself, and the increased frequency of the anxiety attacks. After 
leaving the hospital the patient was able to stop drinking but his tension, 
tremulousness and moodiness persisted. There was no change in the clini- 
cal picture during the following year until the patient began discussing 
a girl friend whom he hoped to marry. Now that he had a “good reason” 
to get well he readily consented to being treated under hypnosis. The 
following clinical material was obtained during weekly hypnotic inter- 
views. 

December 2,—“My father meant absolutely nothing to me until I was 
12. About the same time I started to shake and backed down from con- 
tacts with people, from then on I was tied to him... . I realize how much 
I was dependent on my folks... telling my girl I loved her was the first 
thing I ever did for myself in my life. ... I was ashamed of my folks. I 
resented my father walking around in the nude. I hated him for that.” 
(For what?) “Because my mother was being lowered by being in the 
same house. I hated him for that. I wasn’t able to accept sex as normal 
so I had to blame my father. ... For some reason I have always loved 
my father more than my mother. She played a secondary part in my life. 
He loved my mother and didn’t love me. By God, I can say I hate him for 
that too. Sex is dirty because my father has sex. It had to be dirty other- 
wise he was expressing his true love to my mother. I could never stand 
that. He was my whole world as long as I couldn’t love anyone else. He 
loved me in every way but sex. (Weeps). I never could possess him all of 
the way...” 

The well motivated “good” hypnotic patient does not require to be 
“hypnotized” by a special technique. On January 20th, 6th hypnotic in- 
terview, The patient sat down and before anything was said closed his 
eyes, breathing heavily, and immediately entered the trance state. He 
then said, “The first thing that comes to my mind is that I didn’t want to 
do this.” (You don’t have to.) “I know that. I think I went too far last 
week—that brings up there is no turning back.” (You didn’t like that, 
and you didn’t like me.) “In fact, I hated you for that.” (If you hated me 
how much more should you hate?) “My old man! He dumped me out in 
the cold world. It’s plain that I hated somebody an awful long time. I 
needed his love because I hated him terribly. I had to be good. I had to 
pretend. Yet he always treated me better than I ever could ask for. Right 
now I don’t feel any hate. I hate you more. It comes to one point—for 
many years I’ve held on to my father. I hated him because he wouldn’t 
take me back, but I wouldn’t admit it; I knew I never could come back 
like I was before which made me hate him even more. I am not pleasing 
you—for the first time I am pleasing me.” (That means?) “Plenty—for 
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many years I had to please my folks, my boss, everyone else but me. I 
had no soul. I had no mind. I know I can’t go back (to things as they 
were) and I am glad. But I am damn scared.” (later) “I hate my father 
(cries). I really do, that terrible hate, that terrible attachment I had 
for him had been done for myself because I worked it out that way, be- 
cause I can’t believe it myself, this is awful hard to admit. I had to work 
it out that way to be a little kid. I think that’s why I hated my girl for 
awhile; she was threatening my child-like status. I can’t possibly lose the 
tremor. If I lose that I’ll lose the feeling of failure and justification I 
wanted to hold en to since I was 12 years old.” 

The patient continued, “My father shook ever since I can remember. 
I wanted tremendously to be like him. My father was a success, he had 
political influence, a good job. But he was ill-tempered as the devil. My 
father shook, he did O.K. I thought why can’t I shake and do O.K. too. 
(Rubs his nose). That’s very funny. I used a mannerism. It is what my 
father always does. That proves it. It’s awfully hard to say it. It must be; 
I wanted his approval. I wasn’t anybody. I know I had to shake. If I had 
to pick out anyone to be like, it would have to be him. It fell down be- 
cause I am not he. If I were he I would have no life—no life at all! I’ve 
never been alive. It’s hard—awfully hard to be alive.” (You are becom- 
ing your own self.) The patient repeated the sentence and added, “I will 
begin to live my own life. I know it will make me happy.” 

On January 27th the patient began: “When you said I never could 
say ‘No’, I never believed you. Now I feel I never was able to be any- 
body. I never could take myself as just Bill, just me.... I wonder if I 
haven’t been trying to be more my father than me. God, you couldn’t be 
two people. ... 1 think I am a pretty good guy and there is no reason for 
me to be anyone else but me.” The patient went on to say that he had 
worn his honorary fraternity key for the first time in several years. “I 
was scared to wear it before. Because if I wore it I had to live up to it, 
and I couldn’t before.” 

February 17th, (11th session, two months after hypnotherapy was 
started) the patient reported that he had stopped shaking while in a 
group for the first time since the age of 12. He went on to say, “I was 
timid as a kid. When I first started to shake I was ashamed of it. When 
I noticed my parents were sympathetic it was an added wedge for me 
to get more love so they would hold me closer. I just wanted you to like 
me very much.” (Because?) “Maybe if you liked me very much, you’d 
let me hold on to my crutch longer.” (That’s exactly the way you treated 
?) “That’s exactly the way I treated my father. I never could ad- 
mit I did it myself. That’s a hell of a thing to admit, but I really was 
scared to death to get well.” 
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The patient concluded this session with an account of a dream that he 
had on the previous night: “I dreamed last night I had splinters in my 
hand and they were choking me. I was dying; finally I got rid of the 
splinters and behind the splinters was a pencil—not mine but my fa- 
ther’s. It was like I coughed it up, then I wasn’t choking. I wasn’t dying 
anymore.” The patient went on: “The splinters in my hands which got in 
my mouth and crippled me was my tremor; it’s my father’s writing; when 
he writes he shakes like hell. It seems like it’s the part of him I’ve had 
trouble throwing off (laughs). I really feel like throwing it off for once.” 
(What is that part?) I don’t know (laughs). I think of his penis—the 
most important part of a person. I had my father in every other way; 
that’s what I wanted. I wanted him entirely all the way—companionship 
wasn’t enough. The sex urge is an awful powerful urge: if I didn’t have 
him that way I didn’t really have him at all. This just comes right out. 
The only way he could ever express his urge with me was with my mouth. 
It doesn’t make any sense but it’s there.” 

The patient became restless and was asked if he wanted to open his 
eyes. He did, and was told that he could discuss the topic while fully 
alert. He then went on to say that as long as he was “wedded” to his 
father that his contemplated marriage was an impossibility, adding, “It 
feels awful tough to throw what was once an extremely important rela- 
tionship out of the window. The reason is I am scared to get well. I am 
scared to death to really and truly be me. I couldn’t stand on my own two 
feet as an individual and like myself for what I am. To me that is just 
appalling!” 

March 17, (15th session) the patient could report that for the past 
three weeks he had not experienced his previous “terrific shaking pe- 
riods”. He now stated: “I needed my father because I didn’t have a mind 
of my own.” (That means?) “Being spontaneous, doing what you feel 
like doing, not because you have to or ought to.” 

On May 2, (20th session)—Mr. B. Stated, “I now write letters long- 
hand using my right hand without even thinking about it. I hadn’t used 
my right hand since I was 13 years old.” He reported that he had given 
his girl an engagement ring feeling that he “really wanted to be en- 
gaged.”’ During the hypnotic trance he recalled his intense guilt feelings 
at the time he first began to masturbate. He remembered how “horrible 
he had felt after masturbating since it occurred on the day that his pa- 
ternal uncle had died”. It was soon after that that his tremor began. The 
patient went on to say, “I never really hated my father. He never re- 
sponded when I needed him. As soon as I amounted to something I felt 
I had lost the only person whom I thought I could depend on. I always 
was a scared guy. I couldn’t admit I was. People don’t boss you around. 
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I let them boss me around. When you admit you’re scared you don’t feel 
so bad. There is not much necessity talking about my father and me 
anymore. You see, that’s it; a fellow would rather be a failure than ad- 
mit he is nervous and scared; plenty scared (laughs). That struck me 
funny, when I admit I am scared I don’t shake.” 

Following this interview on July 14, (21st session) the patient stated 
that he now preferred talking things over without being “relaxed”. He 
spoke of his plans to marry in September, 1945, and became aware for the 
first time in many years that he again was “enjoying hearing the birds 
sing.” The interviews, which had decreased to one every two weeks by 
this time, now became more irregular and occurred only when the pa- 
tient felt that they were necessary. 

Mr. B. was interviewed in September (25th session, two days before 
he was married). He stated, “I feel perfectly swell. I never shake any- 
more.” The patient telephoned a month later and said that he was free 
from anxiety. Mr. B. was interviewed on several occasions five years 
later when he came to discuss his sister’s mental illness. He now is the 
father of three children, has continued to be successful professionally, 
and has been socially well adjusted during the 14 years since he was dis- 
charged from treatment. 

From this and many similar accounts we can know that neurotic pa- 
tients are afraid to get well too quickly because they are not mature 
enough to live without gratifying such infantile needs as excessive atten- 
tion, sympathy and guidance. They seek someone to tell them what to 
do and how to do it, then react by feeling hostile and guilty. They can- 
not surrender these emotional supports or defenses without feeling over- 
whelmed and anxious. They will torture themselves, if by this means 
they can satisfy an infantile need to obtain sympathy and get closer to 
someone, or prematurely act out the misery associated with a separation 
or death which might occur, to a significant person whose support they 
require so as to magically prevent it or to prepare themselves for this 
future ordeal. (7, 13) 

Bertha B. is an immature mother of two children who was unable to 
cope with a domineering mother, a passive, dependent husband, a phobic 
younger son, and an asthmatic older boy. She demonstrated her failure 
to master this situation by developing severe exhaustion and a feeling as 
if she were about to collapse. The patient recovered completely with 
waking suggestions after three sessions over a period of three weeks, 
nevertheless she became more unhappy. When asked why, she said, 
‘When I was sick I was the center of attention. My. brother, who seldom 
came to see me, visited often and was interested in me. My mother was 
more understanding, and even my husband was helpful. I was happier 
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when I was nervous than I am now. Now that I am well no one seems in- 
terested in me anymore. I guess I got well too soon.” A week later all of 
her symptoms had returned and it was three years before they disap- 
peared again and she was able to live without her neurotic defenses. The 
doctor who tries to “cure” these patients too quickly is like the boy 
scout who was escorting a struggling old lady across a busy street and 
finally, after much effort, made it to the other side, only to have the old 
lady say, ““Young man, I was going the other way.” 

The value of suggestion and abreaction lies not in themselves but in 
the fact that the patient is ready (set), able (mature enough) and will- 
ing (unconsciously wishes) to get well and to remain well (self-sufficient 
and realistic). Only then can he endow the therapist of his choice (the 
transference-object) with the power to cure him. It is important to keep 
in mind that “cures” occur with the help of others when the patient be- 
comes hostile to the doctor who has not lived up to the patient’s expecta- 
tions of an immediate, magical “cure”’. 

A 50 year old chemical engineer who had a duodenal ulcer which did 
not respond to medical therapy, became very depressed following a 
gastrectomy, because he had expected to be free of all of his neurotic 
and physical complaints soon after the operation. His neurotic misery 
was increased when he was demoted, and he became hostile to his physi- 
cians, because he thought that they had promised much and accom- 
plished little. He came to me expecting hypnosis to cure him in one or 
two sessions, and was very disappointed that he didn’t attain a “deep” 
hypnosis on the first attempt. He was told that he lacked faith (in his 
doctors), became very offended and consulted his minister, who agreed 
that he lacked faith and that faith could make him well. A week later the 
patient called to tell me that his faith had been restored, that he was 
much better, and that he no longer needed hypnotherapy or any other 
kind of medical treatment. 

Stekel was an astute clinician, who when everything else failed would 
purposely antagonize a patient. In almost every case the patient would 
leave in a huff, and later have his glasses changed, visit a spa, or go to 
another doctor, who would “cure” him, so that the patient could call 
Stekel to report that another method of treatment had cured him. 

The above material illustrates the motivational patterns which may 
account for the many “quick” cures which are reported in current text 
books. In most of these cases there are few long time follow-ups reported. 
All of us can recall a patient who was free of complaints after brief hyp- 
notherapy who later was being treated by a colleague. Secondly, a num- 
ber of such patients insist that they are well (flight into health) in order 
to avoid facing unpleasant personal issues. 
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An example of one such “quick” cure representing a “flight into 
health” was Dorothy W., age 26, who had been obsessive for 20 years 
since she was 6 years old when she developed the anxiety that she might 
swallow ink, then pens, and pencils. She would surrender one obsession 
only to substitute another, so that in her teens she had a germ phobia, 
and felt compelled to wash her hands, whenever the ball that she was 
playing with would touch the ground. She then became fearful that her 
parents would die suddenly and that she might be left all alone, and then 
developed a cancer phobia following the death of an uncle. Mrs. W. mar- 
ried at age 19, became overly concerned with her daily responsibilities, 
and after her children were born acquired gastric distress which was 
diagnosed as being due to a peptic ulcer. 

The patient had requested hypnotherapy after having had two years 
of psychotherapy which terminated without any change in her obsessive 
compulsive reaction. Mrs. W.’s introductory remarks made it apparent 
that she was seeking to be healed by magic as she was certain that I 
could cure her in 8 sessions, if I were really interested in her as a sick 
person and different from her previous doctors who acted as if they were 
only interested in her money and in extending the number of treatment 
sessions indefinitely. 

I accepted the challenge after asking her the $64 question. “Do you 
believe that I can help you?”, while she was in the trance state. The pa- 
tient replied that she was certain that I could, that I could “cure” her 
in 8 sessions, if I really wanted to. 

At the end of the eighth session Mrs. W. expressed her complete satis- 
faction that she was feeling much better now that she was free from the 
overwhelming anxiety which had been associated with her previous ob- 
sessive-compulsive behavior. No early traumatic experiences were spon- 
taneously recalled or specifically requested by the therapist. We parted 
on the best of terms. The patient had utilized the therapeutic experience 
to obtain the “kind of cure” for which she had “wished” within the time 
and financial expenditure she had stipulated in her own mind. She had 
proven conclusively that she had been entirely correct; an “honest” 
doctor could cure her within 8 hypnotic sessions if he was interested only 
in her and not in her money. Although the patient did not acquire any 
greater degree of insight or reveal any new, significant psychological 
contents, the “cure” has lasted for more than 5 years. 

This clinical material indicates that a patient’s resistance is not al- 
ways based entirely upon unconscious, instinctual forces. Our patients 
also are moved and motivated by conscious purposes and goals. We 
must, therefore, be aware that both centripetal as well as centrifugal 
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forces exist and that each must be considered for effective treatment. 
(20) 

The need to please the therapist has been referred to several times. 
Masserman has discussed the behavior of a patient “in deep hypnotic 
trance” who was regressed to her second birthday. Then directed to re- 
live her birth to which she responded by a halting, tortured reply, “I 
feel cramped. Now it’s cold!” He then told her she was in her eighth 
month of intra-uterine life, as anticipated, she responded with the simple 
statement, “It throbs.” Masserman correctly surmised that the patient, 
a student of biology, “in accordance with an intense transference de- 
termined desire to comply had produced an impossible screen memory”, 
and concluded that, “This and similar experiences have demonstrated 
to me that it is a wise hypnotist who is continually aware of just who is 
hypnotizing whom!” (23) 

The doctor continually is making direct and indirect suggestions to 
every patient. A negative physical examination suggests, “You can stop 
worrying.”, and injection suggests, “You are now being cured”, and a 
prescription of a “wonder” drug suggests that the neurosis is an organic 
disease so that the underlying conflict can be ignored (repressed). From 
a psychodynamic point of view transference phenomena upon which the 
doctor-patient relationship depends have the same meaning for pa- 
tients as post-hypnotic suggestions. The patient may rationalize and 
feel somewhat uncomfortable about his transference behavior but he 
does not understand it. Lehrman (22) from whom the above has been 
adapted, summarized this fact by stating that “the patient expresses the 
repressed in action but not in memory”. The words of an old jingle will 
help to clarify this technical statement: 


I do not like you Dr. Fell, 
Why it is, I cannot tell, 
But this I know 

And know right well, 

I do not like you, Dr. Fell. 


It is not enough to tell the patient while in the trance to assert him- 
self and that he will be “stronger” and live “normally”. The meaning of 
the symptom to the patient must be understood as well as its develop- 
ment and origin (5, 11) 

An anxiety ridden patient insisted that his employer was making him 
work overtime and was unable to slow up, even when his superior was 
away on vacation. The patient had been a sickly, timid child who had 
been influenced by an overly-protective, hypochondriacal mother and a 
father whom he considered to be a failure. As a child he had enjoyed be- 
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ing sick and being taken care of. He was fearful of exerting himself, and 
yet had developed the ambition to be rich and famous. As he became 
less anxious, he was able to say that he needed someone to compel him 
to do things. In every previous job he had selected a superior, who he 
had thought of as being a tyrant, who would “scare” him into working 
long hours at a break neck pace. It would appear obvious that to “sug- 
gest” to this patient while under hypnosis that he should begin to act 
normally was an impossible task and that it was erroneous to expect that 
the recall of past traumatic events would result in a cure. The patient 
first, had to become aware of the motivational pattern which he had 
discovered and to understand the need for maintaining his neurosis. (11) 

Much of the current interest in hypnotherapy is a rebellion against 
Freud’s dictum that a patient can only get well at the price of sweat and 
tears, and by an expenditure of much time and money. It would seem 
to some that there ought to be a short cut to the truth. The history of 
hypnosis, however, repeatedly has demonstrated that it is in danger of 
being destroyed not by its opponents but by the extravagant claims of 
its proponents. Those who proclaim it to be a panacea, a short cut cure 
for all of the ills of mankind. (8, 9). 

If, however, hypnosis is used in selected patients who have good ego 
strength, that is those who have a satisfactory work record, an ability 
to give as well as to take, and who can endure living without their de- 
fenses, then hypnosis can be helpful in these carefully selected cases. 
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HYPNOTIC AGE REGRESSION AND 
PSYCHOTHERAPY: CLINICAL AND 
THEORETICAL OBSERVATIONS' 


MILTON V. KLINE 


Long Island University 


Introduction 


Hypnotically induced age regression has been utilized as a technique 
in psychotherapy within a variety of treatment orientations. Wolberg 
(9), Schneck (6, 7, 8) and Conn (1) have described its use within ana- 
lytic or dynamic psychotherapy and many others have reported upon 
its utilization in more direct symptom-oriented hypnotherapy. 

For the greater part, clinical studies and experimental reports of 
hypnotic age regression in psychotherapy have dealt with its value in 
relation to emotional catharsis, release of hostility, abreaction of trau- 
matic events and the release of repressed material. The handling of ma- 
terial so obtained is generally more pertinent to techniques of psycho- 
therapy than to elements of the use of hypnotic procedures or hypnotic 
intervention in the treatment process. 

As a technique for the elucidation and exploration of repressed and 
non-conscious life material it has been of value in providing affective 
and ideational material for the “working through” process in psycho- 
therapy that deals with characterological aspects of emotional disorders. 

In the more direct, suggestive +herapeutics, age regression has fre- 
quently been utilized to abreact a traumatic event with therapeutic 
success reportedly related either to the ventilation process itself or to 
the rapid insight that has resulted. 

In analytic hypnotherapy, spontaneous age regressions are not un- 
common and have been descrived with clarity by Conn (1) and Schneck 
(6) as well as by a number of investigators working with experimental 
hypnosis (3). The motivation for spontaneous age regression in itself is 
of considerable interest, and frequently relates to longstanding feelings 
of guilt with a wish to reveal what has been repressed. As such, the spon- 
taneous regression may result from the transference relationship and 
its management or from other material being dealt with in therapy. The 
“contagiousness” of associated material within hypnotic states is related 


* Presented in part at the Eleventh Annual Scientific Meeting of the Society for 
Clinical and Experimental Hypnosis, August 6th, 1959, at San Francisco, California. 
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both to lowered levels of ego functioning and the intensification of emo- 
tional response to ideas, sensations and recollections. In this respect, 
most spontaneous age regressions involve an aspect of revivification as 
well as regression and might well be considered by way of classification 
of the type Schneck (7) refers to as dynamic regression. 

This type of spontanous behavioral activity constitutes an advantage 
when properly utilized within psychotherapy but may constitute a basis 
for contraindication to the use of hypnosis where intensive psychothera- 
peutic involvement is absent and where the resultant activity may pro- 
duce only a lowered level of reality contact and more poorly integrated 
emotional response. 

Symptom oriented hypnotherapy which utilizes age regression in order 
to relive a traumatic experience and to abreact presumably underlying 
causative agents in symptom development has with very few exceptions 
been inadequately appraised and incompletely reported in the clinical 
literature. The value of abreaction or ventilation per se appears to be 
limited both in time and behavioral response. It would seem questionable 
whether the “insight” gained from such experiences functions as “in- 
sight” at all and raises the question in view of reported clinical success 
as to the real reasons for therapeutic gain. 

It is reasonably clear that there is lacking at the present time an ob- 
jective correlation between therapeutic technique and therapeutic suc- 
cess.2 There are in addition, inadequate follow-ups for many of the 
briefer utilizations of hypnotherapy, and for those that have been fol- 
lowed up, an inadequate evaluation of everyday living components in 
addition to the symptoms which may have been treated. That a high 
percentage of therapeutic success with brief hypnotherapy may be the 
result of magical ideas on the part of the patient and/or therapist and 
the powerful gains of a positive transference process is rather likely 
and certainly cannot, at this point, be overlooked. Experimentally we 
know that with hypnotically induced symptoms it is possible to have 
another experimenter eliminate the symptoms with hypnotherapy based 
upon “insights” and “interpretations” which have no semblance of 
meaningfulness or validity. It is also evident that similar procedures 
and techniques can be accomplished on a non-hypnotic level and while 
of value within a full concept of treatment procedure, should be recog- 
nized for what it is rather than for what it may appear to be mechanisti- 
cally. 

The purpose of this paper is not to review the use of hypnotically in- 
duced age regression either in analytic therapy or briefer abreactive 


* That is, in relation to psychotherapy, and at the present time it is difficult to 
conceive of any clinical use of hypnosis which is not an integral aspect of the psycho- 
therapeutic process. 
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therapies, but to describe its utilization as a psychotherapeutic process 
in what can best be described as experimental psychotherapy. In this 
respect the use of hypnotic age regression as utilized in this study is not 
a technique either for catharsis or uncovering purposes but is the utzliza- 
tion of regressive experience and of the regressive process for its ex- 
periential value. 

Contemporary concepts of psychotherapy emphasize the increasing 
importance of the therapeutic experience as the core of behavioral 
change. Regardless of its orientation, time or technique, therapeutic 
gains obviously have certain common denominators. There denominators 
logically should be rooted in the ego functions of consciousness, memory, 
perception and sensation. With due regard to the danger of oversimplifi- 
cation, therapeutic gain must originate within a relatively fundamental 
mechanism of stimulus reception, recognition, organization and dis- 
charge that is the process of learning. 

There are many roads to this basically cortical process. Some start in 
the outer space of living and through the use of interpersonal relation- 
ships and the emotional as well as cognitive components of such activity 
reach ultimately into the inner space of existence. Psychotherapy as 
we have known it starts as a dynamic process and if effective reaches 
the mechanistic process of being. 

Pharmacological and physical therapies start at the mechanistic level 
of existence and if effective, reach out into the dynamics of external ex- 
istence. 

The split between mechanistic and dynamic models of behavior is as 
invalid as the philosophical split between mind and body. For this rea- 
son, many therapeutic procedures in the area of behavior disorders in- 
volve more than meets the eye. If we are to objectively develop better 
methods of dealing with behavior disorders, we must continue to examine 
in greater detail the fullest meaning of those experiences which we may 
prematurely classify as technique. 

Although there may in some quarters, still exist a controversy as to 
the validity of hypnotic age regression (2), this controversy may in ef- 
fect be a question as to what degree of hypnosis exists. With more exact- 
ing methods for measuring the nature and depth of hypnosis, the contra- 
diction in reports of many validation studies of hypnotic phenomena 
may well be resolved. 

At this point, both the clinical and experimental literature attests to 
the genuineness* of hypnotically induced age regression and particularly 
to its meaningfulness. That regressive behavior exists apart from hyp- 


* Meaningfulness and the genuineness of behavioral response rather than “chrono- 
logical” correlates must be emphasized if this phenomenon of behavior is to be 
adequately evaluated. 








20 MILTON V. KLINE 


nosis is clearly recognized. Its degree and dynamic balance often dis- 
tinguish its appearance in normal functions of sleep, dissociation, dream- 
ing and fantasizing from the psychopathological hallucination, stupor 
and delusional states. 

The present paper deals with the experiential use of hypnotically in- 
duced age regression as a therapeutic process in relation to both its dy- 
namic and mechanistic functions. Experimental work with this phe- 
nomenon of hypnosis over the past number of years has revealed a 
potential wealth of material in relation to behavioral organizing process 
generally and many therapeutic utilizations have been rewarding. 

Since this form of hypnotically induced behavior appears when fully 
developed to constitute a rather distinctive dissociation or ablation 
from temporal reality, it may be hypothesized that for the patient whose 
emotional disturbances are deeply rooted in the involuntary and self- 
damaging manipulations of every day living, such an approach might 
afford the possibility of disrupting patterns of behavior which are so 
strongly reinforced and have been relatively untouched by previous 
therapy. 

Thus, the initial group of patients described in this study were com- 
posed of those of longstanding emotional disorders primarily of a char- 
acteriological nature within which were to be found predominant fea- 
tures of phobic reactions and obsessive compulsive characteristics which 
had proven relatively refractory to earlier therapy. 


Procedure 


Patients in this project constitute one source of observational mate- 
rial, and experimental subjects selected because of relatively good signs 
of emotional stability and ego intactness who were studied for long 
periods of time in the hypnotically induced regressions, constitute an- 
other. 

Both patients and subjects were limited to those capable of what 
clinically can best be described as deep hypnotic states in which the 
major criteria included the ability to develop positive and negative 
hallucinations and spontaneous post hypnotic amnesia. 

A period of 3 to 5 hours was utilized to secure the greatest possible in- 
volvement in hypnosis prior to the development of the initial age regres- 
sion. Each patient and subject was told that he or she would be able to 
go back in age to whatever period they wished in childhood and of a 
combined patient-subject group of thirty, more than 75% selected an 
age range between 4 and 9. The remaining chose ages between 9 and 11. 

Having selected a particular age period, all patients were permitted 
to spontaneously identify and describe the setting in which they had 
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regressed. In a majority of patients who were studied, the therapist was 
incorporated into the regression as a familiar figure, i.e., as a father, 
teacher, playmate, etc. With experimental subjects, there appeared to 
to be no vast difference in the style of incorporation, nor in the general 
identificational patterns. 

In most of the other cases, the therapist, or experimenter was identi- 
fied as a stranger, though obviously a friendly one and communication 
was simple and free at all times. Each initial regression experience was 
for a period of two hours and the following sessions averaged between 
two and four hours each. Of the patients reported in this particular 
phase of the study the average number of regression sessions was twenty 
with an average length of somewhat more than two hours. 

In some of the experimental cases, regression periods for as long as 
8 and 10 hours have been studied and the details of this will be reported 
upon in a future publication. 

Following the initial regression, each patient was instructed that he 
was to regress to the same period as the previous regression and through- 
out the entire period of therapy this point of regression was used con- 
tinuously. 

Most patients were seen twice a week though a few were seen more 
often. In addition to the regression sessions each patient had one waking 
session a week during which there was a discussion centering around 
everyday experiences, current feelings, attitudes and problems that the 
patient himself wished to present.* There was no discussion of the re- 
gression sessions themselves and although the patient was aware that 
they existed, it was his impression that they were primarily for relaxa- 
tion and for the use of hypnosis as a procedure in that respect alone. 

Nevertheless it was noted that dreams and spontaneous recollections 
of early experiences as well as a wish to discuss early experiences 
stemmed directly out of the regression experiences in therapy with no 
direct linking up of the two verbally. 


Case Material 


One 28-year old male patient whose presenting problems had involved 
longstanding and rather disabling anxiety with phobic manifestations 
as well as what had been diagnosed as benign paroxysmal peritonitis 
since the age of 16, after two regression sessions spontaneously began to 
discuss the period of his life roughly approximating the period of regres- 
sion with specific reference to fears which he had at that time involving 


* Experimental subjects were also seen in non-hypnotic sessions described as “ex- 
perimental time” devoted to observation and psychological testing designed to 
evaluate effect of regression experiences. 
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the possible death of his father. His fear of the father’s room and of the 
loss of the father constituted an important element in his anxiety and 
particularly in the onset of his somatic illness. During the regression 
sessions themselves, there was little mention of this material although he 
spoke often of being afraid of the dark and in the regression periods was 
given an opportunity to play in a darkened room with the therapist of 
which he at first was quite terrified, but later accepted quite easily. 

His preoccupation with fear of the death of his father was coupled 
with intense repressed hostility for the father because of his apparent 
preference for an older brother. Although this did not come forth during 
the regression itself, it did manifest itself in dreams and conscious 
recollections which came forth with surprising rapidity since the pa- 
tient had previously had a number of years in therapy and much of the 
material which was now emerging had never before been encountered. 

The hypnotic age regression sessions were all handled as play therapy 
situations with the utilization of projective toys and devices to en- 
courage expression and acting out. 

Activity therapy as it is usually encountered with children was the 
structure within which the therapeutic regression sessions were held. 

Psychological testing was incorporated as part of play activity dur- 
ing the regressions and frequently was utilized as a means of communi- 
cation as well as the center of play activity. There was in this utilization 
of regression very little acting out of traumatic experience as is usually 
encountered in the use of abreactive techniques. Instead there was the 
intensification of transference relationships, and the therapeutic process 
was one which placed all of the emphasis on the context of the play 
relationship and the play activity, with particular emphasis on the 
nature of reality and how reality as it related to sensation, feelings and 
ideas could be experienced. 

In this respect, much play activity was directed towards what was 
termed imagination and means for evaluating and differentiating “im- 
aginary” ideas from “real” ideas. 

Very often patients would be permitted to spend a good deal of time 
while in regression alone in the playroom while the therapist watched 
through a one-way vision room. It was generally noted that the pattern 
of behavior as it applied to the regression itself was consistent whether 
the therapist was present or not and that through the use of a loud 
speaker which was connected to a microphone in the viewing room, it 
was possible to bring about certain experimental changes through sug- 
gestion which later when the therapist was present, could be discussed. 

In this way, within the regression, patients were able to experience 
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dreams and fantasies and to become aware of certain emotional reactions 
of fear or anger and later in the play situation, to try to account for 
these reactions. 

Frequently, in the regressed state there would be a denial of the feel- 
ings which had been induced hypnotically or a rationalization of their 
appearance based on some externalized justification. Gradually, it was 
possible in the regression, to have the patient become aware that par- 
ticular behavior reactions which were being discussed, had been brought 
about by internalized feelings started by the therapist’s suggestions. 

Utilizing such role-playing procedures, it was possible to develop in- 
creasingly accurate means of differentiating external sources of emo- 
tional arousal and internal sources of arousal. It was possible to also 
discuss daydreams and fantasies and what would happen when the 
therapist would say certain words or suggest certain ideas to the sub- 
ject. 

This slowly led to the redevelopment of increased critical judgments 
which in most instances continued to be self-expanding and spontaneous. 
There was a good deal of continuity throughout the sessions based on 
time distortion so as to create the feeling that the sessions were not 
one week apart in the regression but were actually part of one long time 
sequence. 

In this respect, time was of no significance consciously and treatment 
in no way was considered to be detracting from or in competition with 
other activities. 

In addition to conscious recollections of feelings from the childhood 
period surrounding the selected regression, the dreaming process of 
virtually all patients and subjects in this study underwent rather 
dramatic and rapid changes. They began to dream more often in terms 
of their recollections of dreams and their dreams tended to be more in- 
tense as well as easier to associate to and interpret. An overall evalua- 
tion of the dream material itself is a phase of this investiagtion still not 
completed. 

Nevertheless there was a tendency for dreams to involve more sym- 
bolism and for the symbolisms to be related in part to the emotions of 
childhod but to be structured in the experiences and the problems of 
adulthood. 

The following dream is a night dream reported by a patient the night 
after a long regression session. This patient is a woman of 24 years of age, 
preoccupied by obsessional ideas of death and concerned over her 
frigidity and general negation of sexual feelings. 

Originally in psychotherapy because of persistent neurodermatitis of 
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the face, she became aware of her tendency to break off relationships 
with men whenever they became serious and to become acutely agitated 
and disturbed whenever sexual feelings entered into the relationship. 

During previous therapy she rarely had dreams and when she did, 
found them to be so confused and so vague, as to be worthless. This is 
the dream she reported: “I lived in a house where we were all Orientals. 
My father was very wealthy and influential. I was terribly confused 
and upset about a play I was in. Everybody in the play was supposed 
to go crazy or die. Training the actors in their parts was very difficult. 
I was in despair and very nervous about it. 

“My father got wind of how I felt about the play and issued orders 
through his intercom to actually kill those people in the play who get 
killed and frighten those who go crazy, into that state. He did this with 
a minimal of words and great efficiency. I felt much better and laughed 
hysterically. 

“Then I am walking down a street and there is an Oriental who is 
blind who starts after me because of things I have said to egg him on. 
He is so angry that he starts to chase me. I grow frightened by the look 
on his face and flee into an alley. I see this colored garbage man, who 
I think will protect me. I tell the Oriental chasing me that my brother 
is with me and will kill him if he hurts me. I hide behind a pole while the 
two approach one another. The garbage man does not know what is 
happening and the Oriental attacks and they fight. The colored garbage 
man is killed. Somebody watches all this through a door.” 

The impact and the effect of the regression experiences became abun- 
dantly evidenced in many aspects of the patients’ lives which included 
nocturnal dreaming and introspectiveness which for the greater part 
were spontaneous and self-developing. 

The elements of the regression experience were to be found in many 
phases of the patients’ everyday conscious experiences and their think- 
ing process, as well as their emotional displays. The one characteristic 
which stands out above all is the degree of spontaneous productivity 
within which all this occurred. Often it would occur with surprising 
rapidity and in a majority of cases gave the patient the feeling that 
they were doing things and making changes which were to them reward- 
ing and gratifying. In trying to describe in summary fashion the effect 
of the regression experience upon the behavioral manifestations, it might 
be said that there was increased psychologic activity and that this ac- 
tivity tended to incorporate the feelings and reactions which were dis- 
played in regression and which were intensified in the transference ex- 
perience within the regression. 

A good deal of support in undertaking both activities and attitudes 
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in interpersonal relationship was reported and this support would seem 
to have been derived from the regression experience and the relation- 
ship within it rather than the content of the therapeutic activity itself. 


Discussion of Results 


The results which are described here are only partial since we are con- 
cerned with the nature of age regression and its utilization in the sense 
delimited in this paper and in its relationship to hypnosis generally, 
rather than with psychotherapeutic principles and outcomes alone. The 
nature of the regression relationship and its experiential qualities are per- 
haps the most meaningful results in terms of its initiating patient move- 
ment and activating psychologic productivity. In the regressions the 
relationships were markedly open and free. The patients asked many 
personal questions about the therapist which would generally be avoided 
in the non-regressed state. There were more open and complete encoun- 
ters and as the sessions progressed, the play periods tended to be grati- 
fying periods for the patients and in almost every instance, attempts 
were made to prolong them even when they had run for several hours. 

Since the age to which the regressions had been selectively determined 
permitted a good deal of verbalization, it was interesting to note that the 
verbal quality tended to be considerably varied and very often incorpo- 
rated conceptual aspects beyond the level at which the regression was 
oriented.5 The freedom in verbalization and expression, the lack of cau- 
tion and suspicion, and the lack of defensiveness was striking and in most 
instances in contrast to the waking levels of verbal activity. Of the 15 
patients in this experimental group, 12 were considered on the basis of 
their own evaluations as well as clinical and psychological testing to 
have made progress within a period of six months. Within this group 
were three patients diagnosed as having benign paroxysmal peritonitis, 
one for a period of four years, one for a period of 12 years and one for a 
period of 10 years. All three showed significant symptomatic improve- 
ment with two having had no attacks during the last three months of 
therapy whereas their usual pattern was to have an attack approxi- 
mately every 8 or 10 days. The third who for a period of six years would 
have attacks 2 or 3 times a week, was now having an attack approxi- 
mately once every fifth or sixth week and this attack was of a mild na- 
ture. 

Several patients made significant changes in their occupations and 
others made movements of a social and personal nature such as to justify 
evidence of considerable improvement. In sum, one might say that for 


*Consistent with selective components previously reported in connection with 
hypnotic age regression. 
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these patients the effect of this particular therapeutic approach was 
gratifying. Although there remained many areas still to be dealt with, 
since these were patients with longstanding characteriological problems 
who had been frustrated in previous attempts to improve their own life 
situations, there was now a rather decided shift both in their motivation 
and outlook, as well as in elements of their everyday living. 

One of the primary advantages of age regression appears to be the 
accessibility to a transference relationship which assumes great impor- 
tance to the patient and which permits a degree of freedom and spon- 
taneity most characteristic of the pre-adolescent period. In this respect, 
it is more open because it lacks the criticalness which is more typical of 
later psychological development. The lack of critical capacity is, of 
course, accompanied by a reduction of ego defenses and reality testing. 
When reinforced through the use of strong supportive and ego recogniz- 
ing devices in the therapeutic relationship, this breech in the defenses 
of the individual does not pose any more of a problem than it would in 
any other therapeutic situation. 

Through the use of relationship experience rather than suggestiveness 
alone, there develops within the regression a reconstruction of many 
attitudes and values which go into the creation of the world of reality 
as we know it. In this rather primitive interaction the patient makes 
available aspects of his own self concept and body image which may now 
be influenced and directed through the regressive experience, and while 
repetitive of earlier developmental experiences, has within it the unique- 
ness of the therapeutic relationship which was previously lacking. 

It would seem that at this level, therapist and patient interact at a 
point where with such uncritical ego functioning as exists in regression, 
it is possible to strengthen and initiate drives, affects and values. As 
they become more intense they assume greater reality in the non-hyp- 
notic state and become synthesized into workable and acceptable ideas, 
feelings, wishes and desires. These are the cornerstones of human be- 
havior and personality which apparently only in regressive states do we 
have the opportunity to encounter openly and without the long devel- 
oped defenses characteristic of neuroses. 

The results point not to the use of regression as a technique in therapy 
but as an intense dynamic experience within which the patient’s world 
of reality may for the first time since his own childhood be touched and 
influenced in perhaps a more constructive and productive manner. 

Apart from its value as a component of psychotherapy, a major re- 
sult of this investigation has been to focus our attention upon the nature 
of hypnotic age regression as phenomena of behavior which studied un- 
der the circumstances just described, has proven to those of us involved 
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in this study to be provocative in connection with the very nature of 
hypnosis itself. It is now in this direction that we should like to channel 
our attention and take the results of these experiences to the task of 
unraveling the nature of hypnosis and hypnotic behavior. 


Polygraph Findings 


One of the procedures utilized in the evaluation of the reality of hyp- 
notic age regression and its meaning for the subject, was the use of the 
Reid Polygraph. Sometimes popularly known as the lie detector, the 
Reid Polygraph is a pneumatically operated mechanical recorder of 
changes in blood pressure, pulse and respiration supplemented with a 
unit for recording the GSR (psychogalvanic skin reflex). The polygraph 
utilized in this investigation also has one additional unit which per- 
mitted a recording of muscular activity, particularly muscular pressure 
exhibited by the subject’s forearms, thighs and feet. 

The polygraph was used as a means of measuring emotional response 
to perceptual alteration and distortion as one evidence of the degree of 
acceptance or recognition of hypnotically induced states and in this 
particular instance of age regression. 

The examining procedure both with patients and experimental sub- 
jects involved obtaining characteristic resting patterns both in the wak- 
ing and hypnotic state (which were not at all different) and using this 
as the basic criteria against which to compare alterations which ap- 
peared in connection with perceptual changes hypnotically produced. 

Following are the most striking results, although only part of the data 
obtained in this aspect of the investigation: 

1. Subjects in age regression examined by the polygraph revealed no 
evidence of “deception” or its equivalent aspects of lying or simulating 
when questioned rigorously as to the reality of the regressed state. 

2. The same subjects nevertheless do, in waking and hypnotic states, 
show definite evidence of deception or lying when confronted with mate- 
rial that they have either been instructed to or have spontaneously 
denied. Hypnosis itself does not permit a subject to lie in connection 
with material which he is consciously aware of as being untrue without 
showing marked changes in the polygraph recording. 

3. Within the regressed state intensive attempts to confront subjects 
with logical and empirical evidence of their actual chronological status 
failed to alter polygraph tracings. 

The polygraph material strikingly suggests that from a perceptual 
point of view, when a subject is in regression and denies material apart 
from the regression with respect to his self image, his chronological 
status and his sense of being, that the involvement in this experience is 
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for him real and does not constitute a degree of deception, role-playing 
or simulation that would go with a degree of more voluntary behavior. 
In this respect the evidence is that age regression like many other forms 
of regressive phenomena involves essentially an involuntary process for 
the subject and constitutes perceptual reality for him. 

Other techniques used to evaluate aspects of ego functioning within 
the regression included Rorschach testing and the Watson-Glaser test 


of critical thinking as well as intelligence tests and specifically designed 
learning tasks. 


The following results were obtained: 

In age regression, reality appraisal as it exists in the waking state is 
temporarily disrupted. Associative links with temporal, sensory and 
motor cues are either dissociated or so effectively blocked or masked as 
to permit the emergence of reality appraisal on a newly structured hyn- 
notice basis which is relatively uninfluenced by the externalized percep- 
tions of either the waking state or the chronological state within hyp- 
nosis. 

Subjects in age regression believe in the essential nature of the hyp- § 
notically induced reality not through suggestion but through the natural 
utilization of more primitive mechanisms of reality appraisal. These 
are essentially the regressive structures of cognition and the internalized 
process of perception which may be described under a variety of head- 
ings ranging from dissociation and subliminal, to infantile and depend- 
ent. 

The interpretation of such a process must await a more thorough 
measuring of this process and its appropriate role in the hierarchy of 
behavioral organizing process. Although there still remains a consider- 
able amount of work in dealing with the data obtained in this investiga- 
tion of age regression through both therapeutic and experimental ap- 
proaches, it is possible on the basis of data thus far available to 
conceptualize some of the results. 


Sensory Motor Patterns 


Previous studies of hypnotic age regression have indicated that the 
designated or selected age in the regression is highly variable and very 
selective and that within any regression there will be found elements of 
behavior which are either at or below chronological point of regression 
and others which are obviously considerably higher. To some extent this 
has led certain investigators to question the validity of age regression 
and to view it as a role-playing phenomenon. This latter interpretation 
fails to take into account the major operational function in age regres- 
sion which is a reversibility of reality appraisal from an operational 
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structure, weighted if not in dynamic equilibrium, with the use of cog- 
nitive and perceptual mechanisms which we identify as ego functions. 

With regression, as in any psychological process, the internalization 
of perception cannot exist in isolation but must be converted to a struc- 
tured whole which of necessity is characterized by laws of individuality 
which apply to the system or personality as a whole. In this manner, 
the operation of regression can be combined spontaneously into the op- 
eration of dissociation. The action of perceptual or operational reversi- 
bility starting as a mechanism envelopes the whole characterological 
system of self. 

Thus, as in architecture, the form of regression takes on the form of 
its function not just the isolated characteristics of the stimulus for the 
reversibility. 

Just as an externalized stimulus may initiate dreaming, the nature 
of the personality and the serial reality links to the initiating stimulus 
will formalize or conceptualize the dream. From the point of view of 
psychological activity, the criterion for the appearance of age regression 
in hypnosis is the construction of invariants or concepts of the self 
through conservation.® 

Conservation may be equated on a behavioral level as the activating 
element behind reality appraisal, structuring body image and aware- 
ness of self in relation to externalized symbols. In this respect, conserva- 
tion is the process of logical organization even though it may deal with 
illogical components. It may well be that much of what happens within 
the reconstructing-conservation process in hypnosis is very similar to 
what goes on in the condensation and reconstruction process in dream- 
ing. The process of conservation must therefore be considered as the re- 
sult of operational reversibility. Operational reversibility in this sense 
is based upon Piaget’s (4, 5) genetic model of the development of logical 
structures in the mental development of children and relates to the ca- 
pacity to manipulate observations through the logical associations of 
externalized connections as compared with the capacity to deal with ob- 
servations through internalized associations. Response mechanisms re- 
late to modality functions of tension, awareness and the gradations of 
consciousness as they may be viewed in terms of criticalness and vigi- 
lance. Operational reversibility in this sense is the structural process 
within which cognitive and perceptual mechanisms develop and emerge. 

From this theoretical model, hypnotic age regression and its various 
dimensions of behavior cannot be restricted to a criteria of “chronology” 
either with respect to validity or genuineness. Age, time, space and other 


* Conservation as a cognitive, perceptual process is here used in the way Piaget 
utilized it in his concept of the development of logical structures. 
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externalized loci for the orientation of self can only be viewed as the 
initiating stimuli of operational structures within which reversibility 
and conservation compose the major mechanisms in the evolution of 
symbols and the development of expressive behavior. 

Hypnosis and its phenomena, like age regression, can in this sense 
only be understood in relation to a classificatory system of cognition 
and perception which of necessity presupposes an existence and an un- 
derstanding of the serial relations set off by operational reversibility. 
From this it follows that such emergent behavior will be greatly influ- 
enced by: (a) the degree of operational reversibility that is available, | 
i.e. the depth of hypnosis, the degree of dissociation, the detachment 
from reality appraisal, the weakening of ego defenses or the plasticity of 
prelogical operations in the development of symbolic behavior and (b) 
the nature of the construction of conservation, i.e. the elimination of 
invariants necessary for reality appraisal and their replacement by 
equally effective ones for the logical perception and reinforcement of 
the emergent operational reversibility. At this juncture, the process of 
hypnosis and its dissociative mechanism is greatly influenced by the 
dynamics of the hypnotic relationship both at its inception and during 
its management. 

The separation of the mechanistic from the dynamic components in 
hypnotically induced age regression can be inferred and perhaps ex- 
amined, but together form the pathway through which the subject re- 
constructs his perceptual and cognitive functions. 

In the framework of this concept of age regression, it becomes increas- 
ingly evident that one cannot really characterize age regression pro- 
duced through hypnosis as fundamentally different from any other state 
of being or alteration of self concept, produced through hypnosis. For 
in all actual states of hypnosis we find the same process present. 

The operational reversibility of reality percepts and their replacement 
through symbolic conservation may constitute the major mechanism in 
the psychological development of hypnotic behavior. Simultaneous or 
serially synchronized functions of regression and of the construction of 
a system of symbolic logical structures consistent with the regressed 
state leads to the development of hypnotic behavior still structured as a 
whole but with respect to waking reality levels much more internalized 
and much less subject to external stimulation. 

In this respect it is our observed opinion that the process which leads 
to increasingly greater reliance upon the internalized process for reality 
appraisal and behavior organizing operations in itself constitutes a 
gradient of perceptual masking or dissociation. The masking of external 
stimulation in itself would appear to constitute an archaic and regressive 
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phenomena which in varying degrees is to be found in all aspects of be- 
havior but which assumes paramount importance in hypnosis. 

The introduction of activating stimuli such as elements of age, time, 
space and other symbols of serial relations in thinking and emotion, 
represent only the diverting of operational reversibility not its actual 
construction, which of necessity must still incorporate thought on the 
part of the subject without interference from externalized sources of 
stimulation which he is constantly being bombarded with. 

All states of hypnosis by this criteria become regressive, varying only 
in degree, and the alterations in behavior which emerge are a reflection 
of the degree of regressive involvement. Depth of hypnosis in itself be- 
comes a measure of the depth or the degree of regression. 

Internalization as a process of logical structuring is a developmental 
process which becomes increasingly restricted by maturation and learn- 
ing and the use of reality symbols which we identify with our own con- 
cept of consciousness. For us, consciousness and personality become 
interdependent in many respects, an absolute norm being non-existent. 

Externalization as a mode of operation activity is both psychologi- 
cally and biologically identified with the gradual development of think- 
ing, reasoning, reality appraisal and critical judgment from birth to 
maturity. The activity process may be classified as one moving from 
internalization as a perceptual-cognitive operation to externalization 
as a perceptual-cognitive operation. 

The equilibrium between the use of externalized and internalized 
structures for reality appraisal would appear to be strongly identified 
as characteristics which lead to those factors we identify as adjustment 
and maladjustment, consciousness and unconsciousness, reality and un- 
reality, being and nothingness. 

This balance in the operation activity of man is dynamic and not 
static. It may be influenced by a wide range of psycho-physiological 
processes like sleep, dreaming, illness, emotion and thought. 

The nature of operational reversibility as described in this paper is 
pertinent not only to our understanding of hypnosis but also the factors 
which determine the broader variants of consciousness within which 
hypnosis emerges as a regressive phenomena fundamental in the devel- 
opment of logical operations and reality structures in the general de- 
velopment of mental functioning. 

The observations derived from a study of age regression in hypnosis 
and their theoretical interpretations would appear to hold for the na- 
ture of hypnosis itself rather than for any one of the behaviorisms found 
within or elucidated through hypnosis. 
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Sensory-Motor Phenomena 


Developmentally, motor activity in children represents intelligence 
without thought activity. Spontaneous sensory motor reactions tend to 
increase during hypnotic age regression and to represent via conserva- 
tion much affect and ideation which in the dissociated state of hypnosis 
cannot be discharged with its usual verbal or affective characteristics. 

Schneck (6) has reported and evaluated the meaning of spontaneous 
sensori-motor phenomena during the induction of hypnosis and during 
the course of hypnotherapy which supports the observation that sub- 
jects in hypnosis have increased need for sensori-motor behavior. The 
relation of this regressive mechanism of emergent intelligence to somati- 
zation reactions and the organ system language of neuroses and psy- 
choses is of interest. 

Since the sensori-motor period ranges roughly from 0 to 2 years, the 
relative degree of such patterns of reactions attest to the level of re- 
gression and the importance that such a primitive or basic need for ex- 
pression may have for the individual. 

Spontaneous Babinski responses are not to be found in a high per- 
centage of age regression but it has been our experience that it occurs in 
individuals whose operational reversibility is so complete as to consti- 
tute the greatest possible dissociation or masking of externalized asso- 
ciative activity. As such we have found either spontaneous or elucidated 
Babinski or infantile plantar responses in many forms of hypnosis apart 
from age regression, and particularly in complete or deep levels of hyp- 
nosis where no alteration in age was either suggested or indicated but 


in which there were major reversibility patterns of perception and of 
sensation.? 






Prelogical Thought 


The age of 2 and 7 finds the emergence of prelogical modes of percep- 
tion and thinking which include the construction of imagery. Thus the 
field of intelligence becomes enlarged in the normal development of men- 
tal functioning. Now, to actions occurring in the child’s immediate ex- 
ternalized environment, are added actions that have occurred in the 
past. This involves the use of magical thinking and the need to utilize 
psychological operations as a solution for problems. 

Piaget writes (5) that in this stage there is the equating of percepts 
without recourse to critical judgment which is only now beginning to 
emerge. For example, “a child during this phase of development may 











*In induced states of weightlessness as well as hypnotically produced alterations 
in body image. 
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pour liquid from one glass jar into another of a vastly different shape 
and will believe that the actual quantity in the second bottle is increased 
or decreased in the process. 

When equal parts are taken away from two equal whole figures, the 
child refuses to believe that the remainders are equal if the perceptual 
configurations are different.” 

Thus the child at this level of psychological development has opera- 
tionally moved past the level of sensory-motor adaptation and seeks 
conceptual solutions. Concept formation at this level is essentially pre- 
logical; that which we might call magical in nature and restricted with 
respect to critical judgment. Internalized actions and experiences are 
tied in with externalized perceptions to a very great extent. Behavioral 
responses weighted in part by externalized influences are the criteria of 
maturation in this stage of growth. 

In hypnosis and age regression we find that subjects are very quick 
to accept or to develop magical explanations for their own experiences. 
Rationalizations for apparently paradoxical experiences such as induced 
hallucinations and other altered percepts are essentially expressed as 
having been derived through previous though illogical experience. 

Thus, when a subject is shown two identical fountain pens in hypnosis 
and is told that one weighs a few ounces and the other several hundred 
pounds, he accepts this explanation with little question, though he may 
express some surprise when he finds he cannot lift the “heavier” pen 
though the light one is lifted easily at once. 

After repeated trials during which the subject fails to lift the “heav- 
ier” pen, he is told that he should think of the heavy pen as if it were 
exactly like the other one. After some deliberation and pre-occupation he 
usually succeeds slowly in lifting the “hallucinated heavy” pen. At this 
point, if he is asked to count backwards from 25 to 0 while again lifting 
the “heavy” pen, he will be unable to lift it. 

The use of associated ideas is easily acceptable in such a state of re- 
gressive mental functioning and subject to much plasticity and manipu- 
lation. 

Most typical of regressed subjects in this connection, is a lack of logi- 
cal congruity with perceptual configuration. Illogical associations can 
be formed readily and accepted readily. This is true both for those in- 
duced hypnotically and those derived from spontaneous experience dur- 
ing hypnosis and particularly through age regression. 

Responses to the Thematic Apperception Test and similar projective 
psychological tests, reveal a marked incorporation of prelogical thinking 
and ideas which are accepted as explanations for percepts. In the wak- 
ing state, while the themes subjects develop may not lose their original 
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character, the logical development of explanations is more congruent 
with reality testing even though they may be more evasive and less 
revealing of self concept at a fundamental level. 

By way of note, it should be kept in mind that the state of hypnosis 
while showing beginning signs of operational reversibility, does not usu- 
ally lead to a more complete level of regression except through the use of 
long periods of time within hypnosis or directly induced alterations of 
reality. 

The study and observation of hypnotic age regression over a long pe- 
riod of time both within psychotherapy and experimental investigation 
continues to emphasize the meaningfulness of this aspect of behavior. 
The criterion of genuine age regression has little to do with chronological 
age but much to do with the decline of reality testing based on exter- 
nalization as a cognitive-perceptual process and the emergence of inter- 
nalization as the major modality for experiential, perceptual and be- 
havioral organization. 

The concept of operational reversibility and the conservation of sym- 
bolic and motor stimuli originally advanced by Piaget in connection 
with the development of logical thinking in genetic psychology appears 
with modification to apply to hypnotic age regression. 

The temporal factor of age is no different than any other external 
focal point around which hypnotic behavior may be directed and there- 
fore the description of the psychological process described here in con- 
nection with age regression through hypnosis is thought to be applicable 
to hypnosis itself as well as to any of the phenomena elucidated through 
hypnosis. 

To this degree hypnosis is apparently a completely regressive phe- 
nomenon initiated through mechanisms of dissociation, or perceptual 
masking of externalized stimulation and having a gradient of complete- 
ness which correlates with the clinical symptom-like classification of 
depth as it is usually used in connection with hypnotic evaluation. 

Emergent behavior is determined largely by the degree of complete- 
ness of operational reversibility and the role of the hypnotic transfer- 
ence in this constructive process. Regression of a hypnotic nature gives 
rise to greater utilization of sensory-motor systems of response forma- 
tion and prelogical forms of thinking. 

As such, it affords greater accessibility to the behavior organizing 
components in human personality and potentially may be useful in the 
modification of behavior disorders more directly than is usually encoun- 
tered in present day psychotherapies. 

In view of the basically regressive characteristic of hypnosis, thera- 
peutic results obtained through simple suggestion require an explanation 
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apart of those of an oversimplified psychology of suggestion. The very 
meaning of suggestion and its nature mechanistically, would seem to 
require reformulation psychologically. Awareness of the regressive com- 
ponents in hypnosis should be recognized by all who use it clinically and 
increased attention to the interaction process rather than the behavioral 
responses alone may shed more light on the essential nature of hypnosis 
and help in expanding its therapeutic applications. 

The nature of psychological regression which characterizes hypnosis 
possesses basic significance from a psychopathological and neuropatho- 
logical frame of reference as well as from a general and developmental 
psychology of mental functioning. Within it are to be found the compo- 
nents of body image, self concept and the structuring of perception. 
This is the interaction of psychology and physiology and the cornerstone 
of consciousness. Greater attention to the divergent processes within it 
are warranted and should prove rewarding. 

345 West 58th Street 
New York City 
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SPECIAL ASPECTS OF HYPNOTIC REGRESSION 
AND REVIVIFICATION 


JEROME M. SCHNECK, M.D.* 


Many writings in recent years have dealt with issues of hypnotic re- 
gression and revivification. Among them are Conn (1) on war neuroses, 
Schneck (2-8) on claustrophobia and insight, psychogenic dyspnea, and 
a variety of psychological problems in hypnoanalysis, Kline (9, 10) on 
intelligence and childhood fears, Kline and Guze (11) on certain investi- 
gative graphic techniques, and McCranie and Crasilneck (12) on the 
conditioned reflex (12). 

A frequent view of revivification focusses on regression involving con- 
siderable withdrawal from current environmental contact and orienta- 
tion, intense emotional experience anchored in past happenings, and 
dramatic hypnotic behavioral change and verbalization. Such verbali- 
zation is often regarded as particularly impressive if the present tense is 
substituted for the past. Alteration in orientation may take place to a 
degree where the therapist is misidentified as someone temporally rele- 
vant to the revivified experience. Such revivifications have been de- 
scribed by the present writer and others, and these events are commonly 
of significance in treatment and psychodynamic theory. 

Whereas the type of revivification just outlined does possess validity 
and scientific interest, another form of revivification, less outwardly 
dramatic but at times even more dynamically significant, has been en- 
countered with sufficient frequency to deserve comment. Here, the pa- 
tient experiences an alteration in his current orientation, discontinues his 
verbalizations, and reexperiences emotionally a meaningful setting re- 
lating to an earlier age level. The emotional intensity of the experience 
may be discerned from an altered breathing pattern and changes in fa- 
cial expression, with perhaps other evidences of muscular tension. Ver- 
balization of the experience takes place following reorientation in re- 
sponse to questioning, or spontaneously. For clarification, timing on the 
part of the therapist is important, and this is based on his surmise that 
revivification may be taking place. The correctness of the surmise is a 
function of clinical experience and judgment. Awareness of this type of 
revivification without verbalization was prompted by observations in 
connection with the resurgence of emotion ingrained in pre-verbal age 
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levels. These occurrences seemed, at times, to be more impressive than 
verbalized components of pre-verbal age level happenings which, in 
terms of validity, may be accounted for by the previously described 
concept of dynamic hypnotic age regression (5). Failure to recognize 
revivification without verbalization may result in premature question- 
ing, with interruption of potentially important psychological function- 
ing. Inability to recognize the possible existence of revivification may 
delay its adequate integration into a hypnoanalysis if there is no spon- 
taneous reference to it by the patient for whatever reason. 

An example along the lines mentioned above was described recently 
as an instance of spontaneous regression during the course of a hypno- 
analysis, and the theme of the report centered on the psychopathology 
of fainting. Another patient to be discussed now furnished illustrations 
of revivification without verbalization. There are some points of interest 
here. 

This 54 year old woman progressed considerably in hypnoanalysis 
during which she had, on many occasions, intense revivifications relat- 
ing to childhood and adolescence. At such times it was possible to ob- 
serve an alteration in her breathing pattern associated with concurrent 
anxiety. There was, only occasionally, some groaning, and facial ap- 
pearance indicating distress. The more frequently described dramatic 
behavioral manifestations were absent as was verbalization during the 
revivifications. Descriptions of detail were offered afterwards in re- 
sponse to questioning or spontaneously. During the occurrences them- 
selves there existed, according to the patient, a thread of contact with 
her immediate environment which was difficult to describe. For all prac- 
tical purposes, on a psychological level she had reverted to earlier age 
periods. The movement into the past involved changes in temporal- 
spacial orientation including awareness of the analyst. External sounds 
were no longer perceived. 

One revivification with considerable emotional impact found her in 
bed, at age twelve, with her father, experiencing sexual sensations as a 
result of which she developed a reaction of anxiety. Another setting re- 
captured her mother singing a song to the patient and her brothers and 
sisters when they were quite young. The song had something to do with 
“leaving you”, and for her it was associated with fear of abandonment. 
Other settings pertained to early dating experience, problems with her 
mother, a whipping by her father, the death of a brother, the loss of her 
dog, and various traumatic occurrences at a farm during childhood. 

It is of interest that in referring to these hypnotic events, the patient 
used the term “‘vivification”. She accounted for this by explaining that 
the hypnotic experience seemed more emotionally intense and real for 
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her than did the original circumstances. It would appear that this may 
be connected with the role that mechanisms of repression played in the 
original settings. The traumatic elements incorporated in such happen- 
ings, with the overwhelming stimuli involved, probably set in motion 
extremely rapidly the repressive forces that blotted out full awareness 
of the impact of the internal and external milieu. The repressed elements 
of the experiences could, however, be retrieved and integrated into con- 
sciousness as shown in the hypnotic setting, thus giving the patient the 
impression, correct within the context just outlined, of having a more 
real experience in the present as compared to the past. This tends to re- 
inforce the impression mentioned in earlier studies that at certain times 
for some patients emotional insight seems to precede intellectual insight, 
the reverse of what is so often mentioned in connection with analytic 
procedure. 

It may be suspected that the emotional significance of such events 
may be reenforced by special attributes relating to the present without 
a role in the past. Specifically, one such attribute is the nature of the 
transference relationship. With the aforementioned patient, for example, 
analysis of certain aspects of the transference showed the frequently 
encountered links between father and analyst. The merging of such an 
image, superimposed on the actual events in early childhood in relation 
to the father, may influence the emotional tone of revivifications and 
conceivably further the impression of greater reality, at least reality in 
terms of current experience. This type of fusion of emotional experience 
at different age levels does not detract at all from the basic psychologi- 
cal significance of regression and revivification and is quite consistent 
with what has already been proposed as a concept of dynamic hypnotic 
age regression in contrast to chronological hypnotic age regression. 

In connection with spontaneous regression without concurrent ver- 
balization, it has been suggested elsewhere that the psychophysiological 
processes are probably closely akin to some intense emotional feelings 
in the course of day-dreaming, when such experiences entail an upsurge 
of significant, highly charged memories (13). There are other elements 
in psychological functioning which are not identified semantically with 
hypnotic behavior and which serve as a bridge between what is labelled 
a hypnotic event and ordinary “waking” experience. The present patient 
furnished such an example. In her childhood and adolescence there had 
been placed under her the care of younger brothers and sisters. She re- 
called instances of such care when she was eleven or twelve years old, 
and the younger children two to four years old. She remembered dis- 
tinctly that at such times she would place herself psychologically, so to 
speak, at the age levels of the younger children and recapture the feel- 
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ings and moods referable to their age periods. It may be suspected that 
her ability to do this, perhaps to a greater degree than others, reflected 
aspects of her total personality functioning conducive to later aptitudes 
for hypnotic behavior involving regression and revivification. 

The series of revivification episodes had a curious effect also on the 
patient’s image of her mother who was in her seventies during this anal- 
ysis. For an indefinite time, when the patient would think of her mother 
in relation to past events, the image of her mother would pertain to the 
seventy year old age level regardless of the time periods of the memories 
retrieved. During revivifications the patient spontaneously recaptured 
her mother’s changing image pertinent to earlier chronological levels. 
Following such revivifications the patient easily retained the changing 
images of her mother. This aspect of her psychological operations had 
ramifications and significance in many ways with reference to her de- 
velopment and conflicts. 

Although certain types of behavior are evoked more easily during 
procedures or states categorized formally as hypnotic, it is frequently 
acknowledged that similar behavioral patterns may appear under cir- 
cumstances classified as “waking” behavior. Often enough it may be 
difficult to differentiate between the two because of similarities on a 
psychological level, and as yet inadequate data on neurophysiological 
and associated components. Within current understandings, there would 
appear to be a continuum in the quality of psychological functioning 
between ordinary daydreaming and hypnotic revivification. Beyond 
this, additional connections with varieties of nocturnal dreaming must 
await future evaluation. 

Absence of emotional verbalization and motor activity in the revivifi- 
cations mentioned now may suggest a superficial tone to the hypnotic 
setting. The hint to guard against premature questioning may reenforce 
this impression. Both find contradiction in the fact that, repeatedly, this 
patient found herself unable to speak at all because of intense involve- 
ment in hypnotic events with subjective experience of great distance 
from current temporal and spacial orientations. The basic attributes of 
her hypnoanalytic strivings and the essence of the hypnotic revivifica- 
tions outlined above, have been encountered on many occasions with 
others. Opportunities for close observation, and the frequency with 
which this hypnotic pattern has been substantiated, warrant closer at- 
tention to its peculiarities. Such settings are of concern not only in their 
role as part of hypnosis studies under scientific scrutiny, but as com- 
ponents of total personality functioning the understanding of which has 
undoubtedly seen only the beginnings. 
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Summary 

This report delineates a type of hypnotic revivification without the 
usually expected dramatic behavioral attributes and use of the present 
tense in verbalization. On the contrary, motor involvement is at a mini- 
mum, manifestations of acting out are devoid of dramatic channels, yet 
emotion is intense and verbalization is absent. Awareness of the exist- 
ence of such revivification in the hypnotic setting is important for ade- 
quate understanding by the therapist and incorporation into hypno- 
therapeutic or hypnoanalytic procedure. Considerable alteration of 
temporal and spatial orientations take place and should be appreciated 
fully. The revification under discussion was observed in hypnotic set- 
tings involving regressions to preverbal age levels. These observations 
permitted better recognition of similar occurrences for later age periods. 
Revivification without verbalization may be disclosed subsequently by 
the patient in spontaneous comments or explored by the therapist when 
it has been suspected. The discussion of this phenomenon has centered 
on the hypnoanalysis of a fifty-four year old woman. The ingredients 
have been encountered often with others. Additional details pertaining 
to the revivifications have been described. The psychodynamic implica- 
tions of the above-mentioned patient’s reference to her hypnotic in- 
volvements as “‘vivification” events owing to intensity of the emotional 
components, have been outlined and linked to previously presented views 
on emotional insight preceding intellectual insight. The transference 
elements in revivifications have been given attention and shown to be 
consistent with a proposed concept of dynamic hypnotic age regression 
in contrast to chronological hypnotic age regression. The data presented 
have been correlated with views of a hypnotic-waking state continuum. 
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AN ELECTROPHYSIOLOGICAL THEORY 
OF HYPNOSIS 


DONALD R. ROBERTS, Pu.D. 


Milton, Massachusetts 


Introduction 


In this paper is presented a construct of neuronal events to parallel 
neurophysiologically the behavioral symptoms of hypnosis. Such an at- 
tempt to bridge a gap between neurology and psychology is possible at 
the present time owing to the substantial advances in our understanding 
of how the brain works which have been made in recent years by neuro- 
physiologists using electrographic methods of research. Structures of 
immense significance for our understanding of brain function have been 
uncovered, the chief of which are the diffuse projection, the reticular 
activating formation, the thalamic reticular formation, and the cortico- 
reticular projections. The main processes of consciousness would appear 
to depend on the action and interaction of these systems (and possibly 
others still undefined). 

The difficulty encountered in applying the present knowledge of 
brain structures and function to psychology is caused not only by the 
confusion of opinion regarding what is known, but by the fact that the 
simplest event in consciousness becomes enormously complex when the 
activity of neurons is investigated. This complexity can perhaps be re- 
solved into order through understanding of the more general functioning 
of the brain, and the neuronal correlates of the end-effects described by 
psychology are more likely to be found in the action and interaction of 
systems than in the activity of single structures like the neuron or the 
individual nerve pathway. Here the study of a relatively simple distor- 
tion of consciousness like hypnosis can be valuable. 

Hypnosis involves the manipulation of the attentive process: the cap- 
ture, focussing, and partial suppression of this process. Although neuro- 
physiologists have studied the mechanisms of attention under various 
names—behavioral arousal, arrest reaction, adaptation, habituation, 
orientation reflex, internal inhibition,—they have been less inclined 
than psychologists to accept attention as a primary component of con- 
sciousness. The suggestions on behavioral arousal and other mechanisms 
of attention made later in this paper are therefore both a synthesis and 
an extrapolation of current views. 
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Hypnosis is a graduated condition; in this paper the term “general 
hypnosis” refers to the relatively stable condition of full trance effected 
by skilled hypnotists. The main behavioral components of the trance 
state are considered to be loss of voluntary control (automatism); 
loss of current sequential memory (amnesia) ; lack of response to fear- 
and anger-producing stimuli (apathy) ; loss of sensory definition, anes- 
thesias, and similar dysfunctions; suggestibility ; and capacity for motor 
and ideational (symbolic) responses. 

Pavlov (1941) defined hypnosis as a “partial sleep”; he stated that 
sleep is “identical in process” with inhibition; thus, in Pavlov’s view, 
the cortex in hypnosis is in a state of partial inhibition. Hypnosis was 
defined by Kubie and Margolin (1944) as a focus of central excitation 
with surrounding areas of inhibition (or non-excitation) ; by Weitzen- 
hoffer (p. 254), on the basis of behavioral studies, as a “dissociation of 


awareness from the majority of sensory and even strictly neural events 
that are taking place.” 





Hypothesis 


The view presently advanced is that the central area of excitation 
may be identified with the central integrating system of the brain stem 
concerned with waking, consciousness, activation and response. The 
anatomic existence of such a system was intimated by Morison and 
Dempsey’s definition (1942) of a nonspecific thalamic projection rela- 
tively independent of the specific-sensory afferent projection. An ascend- 
ing activating formation in the lower brain stem, distinct from the 
classical sensory pathways and connected with waking consciousness 
and electrocortical activity, was identified by Moruzzi and Magoun 
(1949) ; a thalamic reticular formation mediating the activity of the 
diffuse thalamocortical projection was identified by Jasper (1949). The 
unitary action of these two systems has been posited by Penfield (1952a) 
in his “centrencephalic” theory of consciousness. The excitation of this 
central system—with the possible exception of the diffuse projection— 
in hypnosis is indicated by the presence of normal waking electrocortical 
rhythms in hypnotized subjects (Dynes, 1947). 

The area of surrounding inhibition is to be defined as the primary- 
sensory and (secondary) parasensory areas of the cortex, together with 
a paramotor area and certain anterior regions of the cortex to be dis- 
cussed below. It is the inhibition of interaction between these regions of 
the cortex and the central integrating system that may condition gen- 
eral hypnosis. 

The symptoms of hypnotic trance (general hypnosis) are consonant 
with the following conditions in the electrical activity of the brain: 















































oneral 
fected 
Trance 
ism) ; 

fear- 
anes- 
motor 


| that 
view, 
S was 
ation 
itzen- 
on of 
vents 


ELECTROPHYSIOLOGICAL THEORY 45 


the maintenance of bioelectrical arousal in brain stem reticular forma- 
tion and cortex; 
the inhibition of “behavioral arousal” ; 
the exclusion of the specific afferent system from participation in 
total-stimulus-and-response through the central integrating sys- 
tem; this exclusion being effected by 
the inhibition of the passage of information from parasensory cortical 
areas and from orbito-frontal, anterior cingulate, and anterior 
temporal cortex into the reticular formation of mesencephalon and 
diencephalon. 
Hypnosis is thus held to be caused by a complex balance of bio- 
electrical mechanisms, which will be discussed in detail in the following 
section. 


Mechanisms 


Bioelectrical arousal. The typical waking pattern of the electroen- 
cephalogram, known to be present under hypnosis, was shown by 
Moruzzi and Magoun to depend upon the activation of an ascending 
reticular formation medially placed in the brain stem. This pathway 
is functionally and anatomically differentiated from the ascending 
sensory and somatic pathways (Magoun, 1952); with mesencephalic 
section of the sensory and somatic afferent pathways an animal may 


wake and sleep, and may be aroused by peripheral stimulation. Such a 
coincidence of reticular activation with damping of sensory-afferent 
activity would appear to be the central condition of hypnosis, where it 
is produced not by surgical means but by a manipulation of cephalic 
control mechanisms. Electrophysiologically, hypnosis is to be distin- 
guished from normal sleep by the fact that bioelectrical arousal is re- 
tained under hypnosis; so long as the waking rhythms which facilitate 
cortical elaboration and response are active, the subject will react, in 
quasi-somnambulistic fashion, to suggestion; normal sleep supervenes 
upon hypnosis whenever these rhythms cease activity. 

It would appear that the preservation of waking electrocortical ac- 
tivity through the sleeplike state of hypnosis is achieved empirically 
by the hypnotic induction techniques of “fixation.” Various in practice, 
these techniques, in the analysis of Kubie and Margolin, have the com- 
mon element of attentiveness to monotonous, repetitive, and often rhyth- 
mical stimuli in a single sensory modality. The state achieved can be 
described as counter-normal only if it can be assumed, as seems probable 
from electroencephalographic studies, that in the normal process of 
falling asleep central reticular activity ceases in advance of peripheral 
afferent activity. 
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Behavioral arousal. The hypnotic symptoms, especially somnambu- 
lism and the abolition of the primary fear and anger reactions to pe- 
ripheral stimulation, seem to demand the inhibition of the mechanism 
of behavioral arousal as a primary condition of hypnosis. It is an es- 
tablished paradox that electrocortical arousal is not necessarily accom- 
panied by the behavioral signs of arousal, indicating different mech- 
anisms for the two forms of arousal. Behavioral arousal has been 
associated with activity of the posterior hypothalamus (R. Hess, 1954) 
and with activity of the corticofugal projections into the brain stem 
(French et al., 1955; Segundo et al., 1955). It is possible that both of 
these are involved through reciprocal connections. R. Hess found that, 
while electrical stimulation of mesencephalon, intralaminar thalamus, 
and posterior hypothalamus produce virtually identical signs of bioelec- 
trical arousal, with desynchronization of electrical activity in the cortex, 
the posterior hypothalamus alone of these three areas will upon stimula- 
tion effect “clearcut and often dramatic arousal, characterized by gen- 
eral excitation, by fear and escape reactions and also by pronounced 
searching.” 

While the nature of the mechanism of behavioral arousal has not been 
fully established, the present postulate is that an inhibition of behavioral 
arousal is associated with the inhibition of the corticofugal projections 
into the brain stem reticular formation which may be held to cause 
sensory suppression in hypnosis, so that inhibition of arousal may be 
regarded as either a consequence or a parallel of the suppression of 
sensory data discussed in the next paragraphs of this paper. A number 
of indications in recent research suggest that it may ultimately be es- 
tablished that general excitation of the organism, or the state of alert 
awareness of environment, which is notably absent in hypnosis, is ac- 
tivated primarily through the neuronal pathways from hypothalamus 
through the anteromedial nucleus of the thalamus to anterior cingulate 
cortex, together with the powerful projections from this cortex back into 
the center median and other parts of the central integrating system (see 
Jasper et al., 1952). 

Sensory suppression. The modes of interaction between the specific 
sensory system and the central integrating system have been intensively 
investigated. Jasper and his associates (1952) speculated that the cen- 
tral system “must have the patterns of cortical elaboration available to 
it,” and traced corticofugal projections from parastriate, frontal, tem- 
poral, and anterior cortex into the central brain stem system at dien- 
cephalic and mesencephalic levels. Further experiment on these projec- 
tions (Sloan and Kaada, 1953; Segundo et al., 1955; French et al., 1955) 
has corroborated and extended these findings; a recent study (Adey et 
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al., 1957) localizes the projections in sensorimotor, frontal oculomotor, 
paraoccipital or posterior-parietal, orbito-frontal, and anterior cingulate 
cortex, together with superior, anterior, and medial-basal portions of 
the temporal lobes, with an absence of corticoreticular projections from 
other regions of cortex. Various suggestions have been made for the in- 
fluence of these projections on central activity: they may affect arousal 
and states of arousal, both behavioral and electrical; facilitate or in- 
hibit motor activities (Sloan and Kaada) ; modulate and suppress sen- 
sory input, control states of alertness and somnolence, and affect the rate 
of nerve conduction (French et al.). French and his associates noted the 
striking resemblance in cortical topography between these areas and 
the so-called suppressor areas, which are now thought to be regulatory 
rather than inhibitory in function. 

Jasper and his associates (1952) reported a rich projection from para- 
striate cortex to the intralaminar thalamus, with an absence of corre- 
sponding projections from striate cortex. This indication of a projection 
from a secondary sensory area (visual II) is borne out by the general 
cortical topography of these projections, which reads well as a sche- 
matum of secondary levels of registration and discrimination for all 
sensory modalities, together with the oculomotor, orbitofrontal, tem- 
poral, and anterior cingulate regions. The reasons for regarding these 
latter regions of the cortex as also belonging on a second level of cortical 
activity are presented in a later section of this paper. 

The implication is strong that these projections carry cortically dis- 
criminated information of sensory origin into the central integrating 
system and therefore into immediate consciousness. The inhibition or 
attenuation of these projections should of itself have the behavioral 
effect of separating cortically defined sensory information from immedi- 
ate, active, waking consciousness, and hence produce general hypnosis. 

Hypnosis intervenes, possibly in this manner, between the level of 
sensory-afferent perception and the level of higher integration and re- 
sponse, to maintain a blockage which in full hypnosis empties conscious 
mental experience of effective sensory content. 

Amnesia, automatism, and apathy. A coherent theory of hypnosis 
must account for the dramatic symptoms of amnesia, automatism, and 
apathy. To put the case conversely, hypnosis appears to involve a dis- 
turbance of the processes and mechanisms by which serial memories, 
intents, and affects are elaborated in the brain. The experimental evi- 
dence suggests that these dysfunctions in hypnosis may most reasonably 
be connected with the exclusion from central response of data projected 
from anterior-temporal, orbitofrontal, and anterior cingulate cortex re- 
spectively. 
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Lashley (1937) suggested that temporal phenomena in behavior, such 
as the serial timing of activities, are dependent upon spatial relations 
(a topographical representation) in the nervous system, and proposed a 
cortical locus of time discrimination. Penfield (1952a) describes tem- 
poral aberrancies, disorientations in the judgment of time relations, ac- 
companying subictal focal epilepsies in the temporal lobe, along with 
loss of memory for the period of seizure—a symptom which led to the 
description of the “amnestic” type of epilepsy. He has provoked vivid, 
serial hallucinatory effects, of the kind sometimes called “revivifica- 
tions,” in various sensory modalities by stimulating temporal cortex 
after facilitation by epileptic discharge (Penfield and Rasmussen, 1950; 
Penfield, 1952b), and has maintained the view that the recording of 
memories depends upon activity of the temporal lobes and adjacent 
areas. 

The prefrontal regions of the cortex have often been associated with 
purposive activity (Krieg, p. 341); though not easy to describe lin- 
guistically, this function might be called the “discrimination of gross 
consequences of activity,” or projectively as “intents.” A type of au- 
tomatism is associated with disturbance of the frontal and temporal 
lobes in focal epilepsy (Penfield, 1952a); these two regions are inti- 
mately connected by the fibers of the uncinate fasciculus. 

Papez (1937) proposed the gyrus cinguli as part of a mechanism to 
elaborate the function of central emotion and participate in emotional 
expression. Sloan and Jasper (1950a) found that stimulation of anterior 
limbic cortex produces any of the three effects of attenuation, augmenta- 
tion, and activation of electrical activity in all areas of cortex, and as- 
signed a regulatory function to the anterior cingulate gyrus. Sloan and 
Kaada (1953) found a diversity of effects, some of prolonged duration, 
and including vocalization and motor effects, which led them to favor 
the association of this area with emotional expression. Kennard (1955) 
reported emotional aberrancies (rage and purring unconnected with 
environmental stimuli) in cats with anterior cingular ablation; a syn- 
drome of confusion, catalepsy, and affective ambivalence or disorienta- 
tion developed, which was not duplicated with temporal or frontal abla- 
tion. Ward (1948) likewise found loss of affective discrimination with 
ablation of the anterior gyrus in monkeys; stimulation of the area 
evoked vocalization and facial movements. Fear, rage, emotional adap- 
tation, vocalization, facial movements, motor arrests and activity, 
arousal—all these affective responses have been experimentally shown 
to be connected with activity of the anterior cingulate region. 

The orbitofrontal, anterior temporal, and anterior cingulate regions 
might be said to constitute an “anterior cortical complex.” They are 














such 
tions 
sed a 
tem- 


, ace 
with 
) the 
ivid, 
fica- 
ortex 


ig of 
cent 


with 
- lin- 
TOSS 
f au- 
poral 
inti- 


m to 
ional 
erior 
enta- 
d as- 
| and 
tion, 
favor 
955) 
with 
syn- 
enta- 
abla- 
with 
area 
\dap- 
vity, 
hown 


gions 
y are 








ELECTROPHYSIOLOGICAL THEORY 49 


interconnected with strong transcortical fibers, so that they tend to act 
unitarily, and some spillover of effects is suggested in the literature. 
The thalamic radiation reaches them in the fibers from dorsomedial 
nucleus to frontal cortex, from anteromedial nucleus to the cingulate 
region, and (probably) from the suprageniculate nucleus to anterior 
temporal cortex. Their projective activity into the central activating 
system appears to parallel that from secondary sensory areas such as 
the parastriate. Upon what data do they act? There is evidence that they 
may receive sensory data, presumably through transthalamic or intra- 
thalamic channels, only after it has been cortically elaborated in primary 
specific-sensory pathways. Using toposcopic analysis, Walter (1954) has 
demonstrated a time lag between occipital and temporal cortex in re- 
sponses to patterned visual stimulation which seems to be consistent 
with such an interpretation of cephalic events. On the basis of record- 
ings taken at the vertex from the cingular gyrus, Gastaut (1954) hy- 
pothesized that messages arriving in sensory areas may be accompanied 
by a “duplicate” for the cingular region, a “secondary message which 
carries the affective charge of the information,” and that the anterior 
cingulate gyrus is thus a “region of convergence for all sensory routes.” 
Penfield’s observations of the temporal lobe (1952b) seem to indicate a 
similar convergence of modalities in that region. 

The diversity of the responses elicited from the anterior cingulate 
region is best explained on the hypothesis of a topographical localization 
of affects. A similar topographical representation in frontal regions is 
suggested by the indication of point-to-point projection from dorso- 
medial nucleus to frontal cortex reported by Jasper (1949, p. 406). The 
establishment by experiment of the existence of such a topographical 
organization in thalamus and cortex would resolve the anomaly under 
which the dorsomedial and anteromedial nuclei of the thalamus are clas- 
sified as “specific” nuclei. A topographical representation of intents, af- 
fects, and sequential memories is of course difficult to conceive imagina- 
tively, but it should not be rejected for that reason. 

Interference mechanisms. The central problem of a complete theory 
of hypnosis will be to identify the mechanisms of interference. Inhibi- 
tion could conceivably be effected by the action of the corticoreticular 
projections: through attenuating the diffuse projection; through abolish- 
ing recruiting responses at the cortex; or through interfering with the 
thalamic repetitive discharge in specific-sensory volleys. Interaction 
between the specific projection and the central reticular formation could 
possibly be inhibited at the superficies of specific-sensory and somes- 
thetic cortex by a simple blocking of the somatodendritic conduction of 
specific impulses synapsing at layer 4 onto the somata of long-axon 
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pyramidal cells (see diagram of Papez, 1956, p. 124; Li et al., 1956; 
Clare and Bishop, 1956). Such a blocking could be effected by either a 
“depression” of the granule cells of layer 2, or by a desynchronous pacing 
of specific and unspecific impulses. 

On the other hand, inhibition could be conceived as occurring through 
an interruption of intrathalamic connections, particularly those leading 
to the intrinsic nuclei. Inhibition at this point would help to explain not 
only the normality of the hypnotic EEG, but also the diversity and 
lability of hypnotic effects, which would appear to be correlated with 
selective blockages in channels between thalamus and cortex. 

Cortical DC standing potential is directly correlated with incidence 
and with depth of hypnosis (Ravitz, 1951). Recordings from the tem- 
poral lobe, with a second electrode on the chest, showed a sharp shift, 
positive or negative, during induction; a smoothing during trance; al- 
terations with every alteration of the trance state; and a marked con- 
trary shift of potential at trance end. (The potential changes of up to 
40mv. compare with those occurring during “spreading depression.’’) It 
would appear that the gradations of the hypnotic state are to be referred 
to alterations in cortical DC standing potential. It is possible that these 
potential changes may be connected with a summatory effect of the 
monotonous stimuli employed in hypnotic induction. 

The confusing diversity of effects produced by the methods of medical 
hypnotism can best be interpreted, from a logical and speculative stand- 
point, by the hypothesis of a single mechanism operating selectively on 
various brain channels. It is proposed that this mechanism may be the 
slow sleep rhythms, the so-called “delta” rhythms with a normal fre- 
quency of about 3 ¢/s. 

Rhythms of this frequency, not encountered in simultaneous scalp 
records, have been recorded from the depths of the frontal lobe in psy- 
chotics (Sem-Jacobsen et al., 1955), indicating that intracortical or 
subcortical delta activity can occur without being visible in the electro- 
encephalogram. 

Sem-Jacobsen and his associates (1956) have also observed focally 
arrhythmic rhythms of 2—4 ¢/s in the region of the hypothalamus, syn- 
chronous with activity in the depths of frontal and temporal zones, “in- 
dicating connections.” The slow delta rhythms disappear from the corti- 
eal record during artificial hibernation (Gastaut, 1954; Bérard and 
Lairy, 1955), a condition in which autonomic functions, such as body 
temperature and metabolism, regulated by the hypothalamus are grossly 
disturbed. These rhythms have been observed to disappear from frontal 
cortex with lesion of the anterior hypothalamus, but not with lesion of 
the posterior hypothalamus. They seem to be part of a different system 
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from the thalamic rhythms (Jasper, 1949). They appear to regulate the 
basal electrical activity of the brain (Walter, 1953). 

These findings are most coherently interpreted if they can be sup- 
posed to indicate the anterior hypothalamus as the subcortical sub- 
strate of the delta rhythms, and as the “diencephalic sleep center” of W. 
R. Hess (1954). Together with the known association of the posterior 
hypothalamus with behavioral arousal, these indications combine to 
suggest that the hypothalamus may exercise a two-way “autonomic” 
regulatory control over cephalic homeostasis (sleep and arousal) par- 
allel and coordinate with the hypothalamic control over somatic sympa- 
thetic-parasympathetic activities. The hypothalamus would appear to 
act in normal coordination in hypnosis, wth sympathetic inhibition and 
parasympathetic activation. 

Under this view the delta rhythms may be supposed to function to 
maintain the excitability of cortex and subcortical pathways at the un- 
conscious level of “sleep,” which is not the lowest level at which the 
organism can maintain life. The reciprocal connections of hypothalamus 
and anterior cingulate gyrus (which is known to be concerned in somatic 
autonomic activity) are presumed to be significant. 

Such a theory strongly implies a hypnogenic function for the delta 
rhythms. The literature of experiment offers little to confirm or to con- 
fute such a hypothesis, but it would seem that a dynamic mechanism 
must be found to account for voluntary sleep induction, fainting, the 
long comas accompanying brain injuries, and other behavioral symp- 
toms indicative of a protective mechanism. A functional antagonism be- 
tween the delta and the waking rhythms is implied, with hypnosis as 
counternormal in the simultaneous maintenance, in different brain chan- 
nels, of the functional activity of the opposing rhythms. 

A purely conjectural hypothesis of antidromic action of the delta 
rhythms in hypnosis can be advanced, on physical grounds, if it is pos- 
tulated that the delta rhythms, which often exhibit large potential 
oscillations, operate to clear and level field potentials in the brain (as 
in the wave-and-spike discharges), and that counternormal conduction 
would therefore have the contrary effect of building up a localized 
massed inhibitory field potential sufficient to block whole channels be- 
tween midbrain and cortex. The instantaneous reversibility of hypnosis 
and of hypnotic effects in some subjects favors a theory of electrotonic 
blockage by mass field potentials. 

The following hypotheses for hypnotic inhibition are presented for 
experimental investigation: 

(a) dromic or antidromic rhythms at the delta frequency, cortically 

induced by sleep suggestions, reinforced by rhythmic sensory 
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stimuli, and facilitated by immobilization; having the effect of 
altering field potentials or slowing the pace of impulse activity; 

(b) localized “suppression” in the cortical regions projecting into the 
brain stem reticular formation, attenuating these projections by 
inhibiting recruitment or other reinforcement between the specific 
and diffuse projective activity. 


Discussion and Interpretation 


The role in hypnosis of the diffuse projection of the thalamic reticular 
formation is uncertain. The degree to which the content of impulses in 
this projection is differentiated in modality (sensory, somesthetic, etc.) 
has not been clearly established; hence it cannot be safely posited that 
the diffuse projection could serve as the vehicle of perception in hypnosis. 
The pronounced loss of sensory and sensorimotor definition which often 
occurs with hypnosis, however (see Weitzenhoffer, p. 119), is consistent 
with a hypothesis of perception through a secondary system. On the 
other hand, the inhibition of the diffuse projection could in all proba- 
bility effect the hypnotic dissociation; Dynes’ tracing of a subject going 
into instantaneous trance gives an indication (which would require ex- 
perimental confirmation) of a smoothing of minor activity such as would 
occur with a suppression of impulse activity in the specific or diffuse 
projections. Although the precise modes of cortical interaction of the 
specific and diffuse projections have not as yet been fully defined, it is 
difficult to reject the conclusion, on the present status of research, that 
the entry of data of sensory origin into central consciousness is con- 
ditioned by this interaction; and the substance of the present theory is 
that hypnosis, conversely, is conditioned by the inhibition of this inter- 
action. 

The puzzling lability of hypnotic and hypnoidal behavior points to- 
ward an electrodynamic event in the brain, rather than an event with a 
mechanical or organic aetiology. The precise mechanisms involved in 
hypnosis will in all probability be finally defined in terms of concepts 
such as periodicity, synchronicity, synaptic potential, volume of rhythm 
potentials, and other parameters of electrical activity. It is becoming 
increasingly apparent that the gross electrical activity of the brain may 
well be governed by simple quantitative factors. 

Hypnosis is then to be regarded as an electrical rather than a chemical 
event, with this exception: that certain states of trance, requiring up to 
15 minutes for induction (Ravitz, 1951) are suggestive of the interven- 
tion of some sort of “suppression,” a process which may be chemically 
mediated (Grafstein, 1956). Any form of suppression or “spreading de- 
pression” allied to hypnosis would appear to have two conditions: non- 
interference with the waking rhythms, and inhibition of impulse ac- 
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tivity in individual neurons. The ambiguous character of the hypnotic 
EEG may in the future be found to yield to such an interpretation. 

In the state of motor arrest called catalepsy the limbs remain in 
any posture in which they may be placed. In a subject in full hypnotic 
trance the central nervous system itself is in a similar state, for the 
subject remains in any mental posture (including one of activity) sug- 
gested to him by the hypnotist. The central nervous system is thus im- 
mobilized because the activating system has been deprived of the data— 
sensory, somesthetic, sensorimotor, affective, intentive, mnemonic— 
requisite to the normal direction of psychic activity and response. The 
capacity for integration, higher elaboration, and response, however, is 
maintained by means of the continued activity of the brain stem reticu- 
lar formation and elaborative and effector areas of the cortex. Entering 
the chain of neuronal events at a medial level, the suggestions of the 
hypnotist become the positive content of mental experience, which the 
subject cannot check against his own percepts because these have been 
blocked out of immediate waking consciousness. 

The state of generalized hypnotic trance, involving a general blocking 
of primary activity, might appropriately be given the name of “general 
hypnosis.” States in which a hypnotic inhibition is confined to one or 
more modalities such as the visual or somesthetic might suitably be 
described as “differential hypnosis.” It is such states of partial hypnosis 
that appear to be principally employed in hypnotherapy and medical 
hypnosis. Hypnotic inhibition is not restricted to the channels so far 
discussed. The varied effects achieved by hypnotic methods indicate that 
other neuronal channels can be similarly excluded from central partici- 
pation. 

The essential unity of hypnotic phenomana pleads to common sense 
that a single mechanism may underlie the varied behavioral effects. An 
experimentally verified definition of an electrophysiological mechanism 
or mechanisms of hypnotic dissociation could conceivably lead to an 
electrogenetic theory of both the minor inhibitions of neurosis and the 
major blockages of psychosis. 


Summary 
It is theorized that general hypnosis is brought about by an electrical 
blockage between the brain stem reticular formation and the specific- 
sensory, parasensory, and coordinate neuronal channels; the selective 
activity of brain rhythms of the delta frequency is proposed as a pos- 
sible mechanism of inhibition. 


27 Wolcott Road 
Milton 86, Mass. 
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RECALL UNDER HYPNOSIS OF 
AMNESTIC EVENTS 


ROY M. DORCUS 


Department of Psychology, University of California, Los Angeles 


Hypnosis has been associated historically with the commission of 
crime by individuals who have been hypnotized. There is also voluminous 
literature on the question as to whether individuals who are hypnotized 
can be made to perform unusual and illegal acts. It is only recently, 
however, that peace officers have become aware of the potential use of 
hypnosis as an aid in law enforcement. Among recent suggestions that 
have been advanced is the use of hypnosis as a substitute for the sodium 
pentathol interview and for the pneumopolygraph or the so-called “lie 
detector.” 

Most of our experiments on hypnotic recall are related to either re- 
call of repressed material in clinical cases or the recall of material that 
has been learned and presumably forgotten. This report deals with a 
series of eight cases involving somewhat different types of situations. 
Four of the cases deal with attempts to recall misplaced or lost articles 
of considerable value. The other four cases deal with the recall of in- 
formation related to the actual commission of crimes. In seven cases the 
individuals were willing subjects and wished to aid in the recovery of 
either the items or information that would be helpful to the police. The 
eighth subject was by force of circumstances willing to cooperate but 
was probably malingering. Each of these cases are somewhat different 
with regard to motivation and knowledge of the actual events. I shall 


describe each case and point out some of the specific factors related to 
each one. 


Case 1 


A woman about 50 years of age tied up some family jewels when pre- 
paring to leave for a vacation. These were hidden so that they would not 
be found if burglars entered the premises. Upon returning from a vaca- 
tion of several months, the individual was unable to recall the hiding 
place of the jewels and could not recover them after intense search of the 
premises. She sought help and although she was a good hypnotic subject 
she was unable to recall any additional information that would have 
aided her in recovering the jewelry. Although she regressed fairly easily 
and gave a very good account of tying the jewelry in a handkerchief she 
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was unable to produce any information as to where it was placed. In this 
case we presume that the woman did have at some time actual knowl- 
edge of where the jewelry was placed. 


Case 2 


A woman about 35 years of age sought help in an attempt to recover 
a valuable wrist watch that she had lost. Under hypnosis she was able 
to recall fastening it on her wrist but this was the extent of her recall. 
She had remembered this without hypnosis. She also remembered with- 
out hypnosis that when she arrived at a friend’s house the watch was 
gone. About one year later the watch was found in a hedge fence. It had 
fallen from her wrist while she was going to the garage. She had no 
actual knowledge of when or where it was lost; hence no recall was pos- 
sible. 


Case 3 


This case involved the loss of dental tools by a young dentist who 
moved his office from one location to another. The tools that were lost 
were very valuable. This individual in the waking state was able to 
recall packing the tools in a small box but subsequently could recall 
nothing beyond this point. We were unable to add anything of signifi- 
cance under hypnosis. This case had some facets that differed from the 
previous cases in that there was a possibility that the box may have been 
stolen. The dentist actually may not have had any knowledge other than 
the original packing of the tools. 


Case 4 


This was the case of a married woman who feigned the loss of several 
valuable rings under somewhat stressful circumstances. She apparently 
went on a drinking party with a man other than her husband. Upon ar- 
riving home she discovered that her rings were missing. She professed 
inability to recall anything about their loss and in order to satisfy her 
husband she sought to recover information about them under hypnosis. 
When she was placed under hypnosis it was rather apparent that the 
rings had been removed while she was partially intoxicated. She was, 
however, in no position to enter a legal complaint. It is the belief of the 
author that forgotten memories were really not recovered nor were they 
involved. She was probably malingering. 


Case 5 


This case involved a witness of a tavern holdup. She was a young 
woman in her late twenties who worked as a waitress in the tavern. The 
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circumstances that she could recall for the police were as follows. While 
she was working one evening a man entered and demanded money from 
the barkeep, threatening to shoot if the barkeep refused. She recognized 
the holdup man as a person who had been in the tavern several weeks 
earlier and who had “struck up” a conversation with her. He had on 
the previous occasion shown her a union card which gave certain in- 
formation about him. The waitress was able to describe him but could 
not remember very pertinent information which she had previously seen 
on the card. Under hypnotic recall she was able to add some additional 
information which was helpful to the police. For legal reasons the addi- 
tional information cannot be supplied in detail here. In this instance I 
believe hypnosis was of value in helping to overcome some of the emo- 
tional blocking associated with the original experience. 


Case 6 


This case involved a holdup of a bank in which the witness was only 
indirectly involved. The subject was proceeding along a heavily traveled 
street when a car tried to break into the traffic flow in front of her. She 
did not yield readily to the car attempting to force the line of traffic 
and was cursed rather “roundly” by the men in the car. She made a 
mental note of the license number and a description of the car because 
she had decided to report the incident to the police. She subsequently de- 
cided not to report the incident. A few days later she saw an account in 
the newspaper about the bank holdup and thought that the car in ques- 
tion was the getaway car. When she attempted to recall the license and 
other pertinent information for the police she was unable to do so. She 
volunteered to try hypnotic recall and was able to supply additional in- 
formation. This case seems to have the same characteristics as Case 5 
(the tavern holdup). 


Case 7 


This was a case of a young woman who witnessed a man running from 
a building and entering a car. Subsequently it was found that a burglary 
had been committed. She had written the license number on a piece of 
paper but later had destroyed it. She volunteered as an hypnotic subject 
when she was unable to recall the license number. Even though she 
seemed to be highly motivated I was unable to bring about any signifi- 
cant degree of hypnosis. 


Case 8 


This case involved a possible suspect in a homicide. While the young 
man was being held as a possible suspect, there was some evidence that 
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he was not the guilty party. He volunteered to submit to the polygraph 
test and to hypnosis to see whether he would be able to supply any in- 
formation that would help to clear up the case. Detailed recall was 
thoroughly undertaken before hypnosis was induced. When a period of 
time of about three hours was reinstated under hypnosis some additional 
information was obtained that could be utilized by the police in helping 
to solve the homicide. I might indicate that nothing of a spectacular 
nature was uncovered although the color of a truck and some remarks 
between the suspect and a truck driver were the additional pertinent 
facts uncovered. In this case emotional factors seem to have been at 
work in presenting complete normal recall. 

The only conclusions that can be drawn from this series of cases are 
that recall is not greatly improved under hypnosis. However, when 
strong emotional elements surround the events to be recalled some addi- 
tional information may be secured. 











raph 
r in- 


id of 
onal 
ping 
ular 
arks 
nent 
n at 


3 are 
vhen 
ddi- 





THE SHARED NEUROSIS: HYPNOTIST 
AND SUBJECT 


HAROLD LINDNER, Pu.D. 
Washington, D. C. 


One day last Fall, following a typical grind of ten psychotherapeutic 
hours, I returned home, fell into a chair to nurse a Martini (deftly pre- 
pared by my wife as a daily “welcome-home’’) and felt the fatigue 
which the psychoanalyst chronically suffers at the end of his day. It 
had been a beautiful day in Washington and now, at dusk, I watched 
the passing of this day-into-dusk-into-night and thirstily drank it in, 
as only those who are imprisoned in an office all day can appreciate. 

While thus lounging I noticed my two children playing on the balcony 
outside of our living room and, with a curious mixture of humor, con- 
descension, and interest, listened to their game. They were playing “doc- 
tor”—my 7 year old daughter playing the doctor and my 5 year old son 
the patient. She was “examining” him in a very professional way, mak- 
ing quite certain that her examination was most thorough as regards his 
muscular and sexual development. He, lying on their make-shift ex- 
amining table, seemed quite happy to be so fondled, although I knew 
from previous experience that this kind of contact annoyed him. I won- 
dered about this: why? why should he enthusiastically consent to some- 
thing, that, in the past at least, he had consistently rejected? As I 
wondered, my thoughts drifted into free associations—a technique, so 
poignant and revealing which, through hundreds of hours on my “per- 
sonal couch’, I had learned to respect. 

I left the world of reality and ruminated: “... Michael is Ronna’s 
patient ... Michael... Mike... Effie doesn’t like that abbreviation... 
Bob used to call him “punk”... Bob, a great healer ...my idol...my 
doctor...no, my “good” father... everything he did or said was law 
for me... he certainly controlled me, good thing he knew how to use 
that power ...my analyst made it clear to me—no, I made it clear to 
myself through my analysis...anyway, I showed idolatry but felt 
hostility ... yet I did follow his lead... I guess I wanted to...I guess 
he wanted me to...I guess Michael wants to use Ronna’s sexual ex- 
plorations ... yes, they’re both enjoying it because each gets pleasure 
without either revealing how he really feels towards the other or what 
he really is engaged in doing .. . well I’ll be darned: they’re sharing an 
experience, common to both, without either one admitting to the other 
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what is really going on between or within each one... Michael must be 
thinking he is using Ronna and she thinks she is using him to further 
her own desires for sexual exploration... fantastic! ...that’s it: a 
shared phantasy of power...a folie a deux...a shared neurotic ex- 
perience!” 

This train of associations could be extended but, for the purposes of 
this paper, at least, the above is sufficient, serving to focus our attention 
on the psychological factor of “sharing”: on the indisputable psychologi- 
cal phenomenon that every inter-personal relationship is a shared one in 
which both parties, no matter how diverse each ones interests or con- 
scious motivations may appear to be, enter into relationships because 
these relationships provide each with a satisfaction he thinks he could 
not otherwise attain. 

The subject of this paper, hypnosis, is a heightened form of inter- 
personal relationship, which, like any other relationship, is also a sharing 
one: one in which the hypnotist and the subject share in common an 
emotional satisfaction. 

This concept, that both the hypnotist and his subject reap rewards 
from hypnotic experiences is an area of research sadly neglected. There 
is much in the literature about the importance of proper selection of pa- 
tients, of the value of a psychodynamic understanding of the patient, and 
reams of additional material purporting to specify the limits of good hyp- 
notic practice. There is, however, an absence of comment on one of the es- 
sential psychological phenomena in hypnosis: its shared qualities. It is 
the writer’s intention in this paper to explore this factor in an attempt 
to at least highlight its importance in expectation that this might lead 
other investigators to study it more definitively. 

A physician from whom I often receive referrals recently called to 
ask whether I could arrange an immediate consultation with a patient 
who was in a state of acute anxiety. I agreed; and that evening, follow- 
ing my last patient, met a highly distraught young man of 32 years who 
was severely depressed and suicidal. In a rapid and not too coherent 
manner he told me that he had been seeing a doctor who had been 
offering him hypnosis for the relief of severe stuttering which had al- 
ways interfered with scholastic and social satisfactions. He said that 
the doctor had been teaching him auto-suggestion and had been hyp- 
notizing him for about 2 months duration in what I gathered was a com- 
bination of hypnotic relaxation and sophomoric psychotherapy. The 
immediate situation was brought on by the temporary removal of 
stuttering along with uncontrolled probing of psychological factors rel- 
evant to the man’s feelings of hostility and aggression (which the 
stuttering had served to deny). As any experienced psychotherapist 
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knows, in such cases, the symptom should not have been superficially 
disturbed until the underlying psychopathology was properly worked- 
through and all the dynamics understood. In this case, the loss of the 
ego-defense without proper integration of the dynamics, ruptured the 
psychological homostasis and led to an almost-break with realistic think- 
ing into depression. 

Now, this illustration is not particularly revealing since anyone even 
superficially acquainted with the literature on hypnosis has read of 
similar examples of improper use of hypnotic techniques. The case is 
cited here because of what it revealed to me about the shared hypnotic 
neurosis. 

I asked my physician friend about the hypnotist (whom I didn’t 
know) and learned that he was a physician who used hypnosis on the 
suggestive level for symptomatic removal; that he had had no partic- 
ular training in psychological theory; and that he was more physiolog- 
ical than psychological in professional viewpoint. He described him as a 
dogmatic and over-bearing person whose approach to his patients was 
authoritative and didactic. 

During one of my ensuing sessions with the patient, I asked him to 
describe his hypnotist and to relate how their relationship had developed. 
He told me that when he first met the doctor he was impressed with the 
man’s manner in that it suggested great certainty and skill. He also 
felt the doctor had treated him with a curious mixture of condescension 
and friendliness, having given him the impression that were he to fol- 
low his instructions all would be well. He also said that hypnosis was 
suggested to him as a method of relaxation and for purposes of post- 
hypnotic suggestion to remove the stuttering and related tension. He 
felt he was grasping at a straw in agreeing to this and did so rather re- 
luctantly. When I inquired why he agreed to something he did not 
trust, he replied that he felt it was important not to reject the doctor’s 
advice so that he would not lose someone who had became important to 
him and towards whom he had felt a great deal of respect. 

It thus became clear that the patient was primarily responding to 
his feelings about the doctor—which may or may not have had any 
relevance to his own judgment or desires. Technically, he was caught in 
a dependency relationship in which he had parataxically transferred to 
the doctor feelings which were originally reserved for his own father. 

I asked him how the doctor had conducted the hypnotic relationship 
and whether he knew how his doctor had felt about his hypnotizability. 
To this he replied with evident pride: his doctor had made it quite clear 
that he was an exemplary patient, that hypnosis and its desired depth of 
attainment was most important and that through this means he could 
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remedy the patient’s serious personal and social problems. With every 
successful hypnotic session he would be complimented by the doctor, 
who, he said, revealed pleasure in the success and obviously took pride 
in the work. As the patient revealed anxiety about his loss of stuttering 
and some of the emotional revelations made under hypnotic probing, the 
doctor assumed a cold and demanding authority and threatened to 
cancel further appointments unless the patient agree to “calm down” 
and “appreciate the value of these results”. 

Here, then, we find a situation in which both the hypnotist and his 
subject were caught in a shared neurosis: the hypnotist neurotically 
impressed with his strength and the subject neurotically impressed with 
his capacity to satisfy his hypnotist’s neurosis. A shared hypnotic neuro- 
sis. 

In order to verify my impression that the hypnotist was sharing a 
neurotic experience with the subject it was necessary to formulate some 
assumptions about the relationship and the probable satisfactions which 
were in it for the hypnotist. By evaluating the subject’s description of the 
hypnotist and comparing this with the description obtained from the 
reliable report of my physician-friend, it was possible to assume that the 
relationship was one in which the hypnotist was able to flatter his au- 
thoritative, patriarchal feelings of omnipotence. We may further con- 
jecture that the hypnotist was indulging in what I choose to call the 
“hypnotic phantasy”. 

The hypnotic phantasy (which I believe is akin to the alcoholic and 
narcotic phantasies already well known in psychoanalytic circles) can 
be characterized as a megalomanic and omnipotent sort of daydream 
which is evoked by the hypnotist on infantile levels below consciousness 
and which serves to flatter his ego through the successful utilization of a 
“nower tool” such as hypnosis represents. 

Hypnosis—like gambling and alcohol and narcotics—may be char- 
acterized as a type of addiction. Those who once stumble on it are hard- 
pressed to relinquish its use. Those who commence to utilize it find it 
increasingly difficult to be honestly selective in its use; its efficacy in- 
creases and its clinical value seems endless. Restraint has to be imposed 
and is asserted through strength and resolve: it seems that so much can 
be accomplished through it. In this regard, I have heard hypnotist- 
clinicians refer to the technique in terms strikingly similar to those used 
by the drug addict when he describes his need for heroin or morphine. 
The technique (like the bottle or the shot) looms powerful and provides 
the hypnotist with a tool so powerful and magical that he can become & 
Demi-God and make wonderfully amazing things occur merely by 
calling this process into being. 
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It is this magical quality that makes hypnosis so attractive to hyp- 
notist and subject: an omnipotence personally identifiable and com- 
pletely devoid of foreign responsibility (whether chemical or pharmaco- 
logical). The power and megalomania of the hypnotist alone is the 
transmitting source. It is he who achieves and directs this magic... un- 
limited power, unrestrained ambition. Readily identifiable to the sub- 
ject: here in the person of the hypnotist is the “strong man” who can offer 
tremendous authority and great love within the confines of a cooperative 
(shared) relationship. Further, as is well known, the hypnotic state can 
be terminated by either party: the hypnotist at a command, the subject 
via resistance. Thus, an ideal state, as psychoanalysis has taught us, in 
which each party can identify with his own super-ego longings. The 
hypnotist can assume the jealously-guarded role of his own father-figure, 
but now, much more satisfiably, as a healer and cooperating rather than 
compelling authority. The subject finds the father-figure for whom he 
has always longed—only, here, he too has a position of strength: he can 
safely rebel against the father, by breaking the trance, without fear of 
reprisal. 

It is the writer’s thesis that because both the hypnotist and his subject 
obtain satisfactions of Oedipal longings through the shared hypnotic 
phantasy, hypnosis is so exciting and sought-after an experience, al- 
though filled with anxiety, terror and fear for most, regardless of 
whether they lie on or sit beside the couch. The validity of this has never, 
to this writer’s knowledge, been explored: how anxiety provoking is 
the role of hypnotist and subject. I believe this is true because, on psy- 
chic levels below consciousness, the person is aware of his role in the 
Oedipal struggle and hypnosis is a sublimated way of expressing his 
deepest feelings about this power struggle. For the hypnotist, it is not 
merely “playing God”—he is Father. For the subject, the final achieve- 
ment of the ancient longing to find the “good father” has been accom- 
plished with the added safety valve of the veto (through which he se- 
cretly can prove, at a whim, that he is really the stronger of the two). 

Within this power struggle, which we commonly refer to as hypnosis, 
exists many unspoken psychological phenomena. To this researcher, at 
least, by far the most important is the hypnotic phantasy of the hyp- 
notist. 

Recently I received a telephone call from a dentist who had heard 
that I accept, selectively, a few professional people for training in hyp- 
notic techniques. He asked whether such training could be offered him. 
I agreed to a consultation to make a determination; explaining that I 
would agree to teach him only if I was satisfied with his motivation in 
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desiring this training, his intentions regarding the use of hypnosis and 
his level of psychological integration. 

When we met I found that he intended using hypnosis for purposes 
connected with dental anaesthesia and that he was fairly well acquainted 
with the literature on substituting hypnosis for the chemical anaesthesie 
and analgesic agents. He also knew about dental uses of hypnosis and 
had some familiarity with medical-surgical hypnotic techniques, about 
all of which he was rather glib. I was quite impressed. 

I then directed him along lines of inquiry designed to determine how 
he reacted to his patients and conducted his dental practice. Slowly but 
surely, to my amazement, he revealed the foci of his psychopathology. I 
learned that he literally resented his patients; that he felt they were all 
trying to out-fox him; that they were “bitching, complaining, chiseling 
bastards” who didn’t sufficiently express their respect for him. He 
volunteered a hatred for dentistry—saying that he sometimes wished he 
had been a pastry-baker because “everyone smiles in a bakery and no 
one is afraid of the baker”. He resented the fear that most people bring 
to the dental chair, chiefly because he could not avoid personalizing 
that fear. Further clinical exploration revealed this man to be quite dis- 
turbed, probably suffering from a compulsive character disorder which 
prevented him from making worthwhile interpersonal relationships be- 
cause of his need to over-power everyone and to insist that only he knew 
exactly how to live and that all others were lesser beings than he, whom 
he could manipulate to his own satisfaction. 

He wanted hypnosis in order to flatter his psychopathological in- 
terests. He wanted to “play God” more effectively. With hypnosis 
added to his armamentarium of dental tools, he could really feel power- 
ful; could insure a reputation for performing “painless denistry” (and 
thus reduce his anxiety about practicing a profession which brought to 
the surface his aggressive and hostile feelings); and he also wanted 
hypnosis so that he could, more directly than through the use of phar- 
macological agents, effect a submission and compliance in his patient. 

This man was psychologically disturbed. Needless to add, I refused to 
take any part in his scheme and did not accept him as a trainee. Instead 
I advised him to reconsider his motivation for desiring hypnotic train- 
ing, indicating that he ought first to solve his own emotional problems 
before indulging in so potent a psychological phenomenon as hypnosis. 

The experience, however, started a chain of thought which led me 
to question how many of my hopnotist acquaintances used the method 
as a sublimation for their hostile feelings? How many used it to “do 
good” because they were afraid of their unconscious needs to “do bad”, 
in typical reaction formation? How many were, by virtue of unresolved 
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infantile strivings, attracted to hypnosis because of the hypnotic phan- 
tasy? Not willing to engage in a systematic statistical inquiry into this 
question, I decided merely to evaluate those few people whom I, at one 
time or another, trained in hypnosis, as well as those who had requested 
such instructions from me but with whom I never worked. I also in- 
cluded those practitioners of hypnotic techniques whom I knew and 
with whom I had had sufficiently close acquaintance to be able to evalu- 
ate the person and his use of the technique. In this manner I compiled a 
list of 16 people. 

Since, in all but a few of these 16 I had no objective evaluation of 
their personality or character structures, I decided to commence my 
research by writing a thumb-nail description of each one, as I knew 
him, and from this to make certain psychodynamic interpretations 
which I, as a psychoanalytically-oriented psychologist felt competent 
to do. 

Thus, I listed my 16 subjects and with as much objectivity as one can 
summon when he is engaged in a study about which he has preconceived 
notions, I began this uncontrolled “research” project. My results—ad- 
mittedly anything but satisfactory to a statistically minded scientist— 
suggested that of the 16 subjects chosen for this evaluation (consisting of 
7 clinical psychologists; 5 physicians, 2 of whom were internists, one a 
psychiatrist, one an obstetrician and one an allergist; and 4 dentists, 
one of whom practiced rehabilitation dentistry), all but 4 were suffering 
from what, if my clinical hunches were correct, would fall within 
specific psychiatric classifications of emotional disturbance. By this I 
do not mean to imply that the remaining 12 were psychiatrically ill in 
the sense that they were candidates for immediate hospitalization or, 
necessarily, even for an analyst’s couch—although I would recommend 
the latter for all of them, were my opinion solicited. 

Nine of the 16 were listed as having had strong dependency needs; 
11 suggested hostile feelings so pronounced as to have been obvious to 
even cursory surveillance; 2 indicated feelings of inadequacy so strong 
that they were expressed in ways apparent to even casual acquaintances; 
9 impressed me as having been so concerned about their prestige and 
status that I had to conclude they were engaged in continual power 
struggles with archaic family figures psychologically transferred to con- 
temporary antagonists; one was latently homosexual and, to my knowl- 
edge, suffered with homosexual phantasies of crudely aggressive, sad- 
istic, content; one assumed a continual aggressive derogation of the 
rights of others that had earned him a publically damaged reputation; 
one found it extremely difficult to use hypodermic needles and for a 
long period of time carefully practiced medicine in ways which pre- 
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cluded personal use; 2 on the list assumed a Don Juan role in life and 
both (one a physician, the other a dentist) had little reluctance about 
admitting that their practices were built mainly through their sexually 
flirtatious behavior which attracted women on a large scale; 3 felt it 
extremely important that they be financially prosperous and enjoyed 
a somewhat garrulous display of their monetary successes, and of these 3, 
one was addicted to getting repeatedly involved in questionable 
financial investments which had on at least one occasion ended in major 
catastrophy, while one other of these 3 was so parsimonious about 
money that he was referred to as a miser; and, finally, 3 of the 16 
had been unsuccessfully married and were divorced, with one of them 
having remarried. 

It has been said at many a meeting of psychotherapists that rather 
“queer ducks” were intrigued by hypnosis, implying that only those 
who were unsuccessful in their personal lives or in the traditional pur- 
suits of psychiatry, psychology and medicine or dentistry gravitated 
into hypnosis as a form of therapy. It may be assumed that a descrip- 
tive device similar to the one which I just described purports to re- 
flect this judgment. It does not. My statistic is spurious by virtue of its 
subjective quality, its limited sampling and the lack of any controlled 
standard with which to compare it, to mention but a few artefacts in the 
project. However, it does point up the thesis of this paper: everyone of 
those sampled had a predilection for the hypnotic phantasy. Everyone 
of those studied—all of whom were engaged in the practice of hypnotic 
procedures within the orthodox disciplines of psychology, psychiatry, 
medicine and dentistry—in one way or another comensurate with ac- 
cepted psychoanalytic interpretive standards, conveyed to the writer 
a personality bias consistent with the description of the hypnotic phan- 
tasy as one in which the hypnotist daydreams of his omnipotence and, 
in megalomanical fashion, thinks of himself as superman. Even those 
4 in the sampling who escaped the descriptive category of psychiatric 
diagnosis, impressed the writer as candidates for inclusion in any list 
which would sample the validity of the hypnotic phantasy. 

Now, admittedly, this list was selective to the extent of but one per- 
son’s contacts in a field of study and practice that is quite large. How- 
ever, unless one wishes to dismiss the sampling as inadequate or s0 
accidental as to have been exceedingly unrepresentative—all of which 
this writer would deny—one must attend to its message. It communi- 
cates, quite startlingly, the distressful position in which hypnosis, as a 
scientific exploration and technique, finds itself. It suggests that those 
ambassadors of hypnotic theory and technique, those who are its prac- 
titioners, are not as emotionally integrated as one would wish the rep- 
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resentatives of this scientific pursuit to be. It leads one to refrain from 
abjectly dismissing the traditional arguments of those who oppose the 
indiscriminate use of hypnosis by psychologically naive people and 
who insist that hypnosis is being utilized by people who have, so to say, 
“an axe to grind” in the sense of accusing hypnotists of using hypnosis 
as a means of attempting to solve their own problems. It raises uncom- 
fortable questions about the level of training available in hypnosis and 
the existing void in training facilities where properly grounded selective 
aids could be made enforceable in order to qualify into practice only 
those who meet acceptable standards, as is done in many other fields 
of psychological or medical and dental practices. 

Whether we like it or not, professional workers of various disciplines 
are going to practice hypnotherapy. There simply is no known way to 
stop them from doing so. It therefore behooves those of us who are con- 
cerned about the problem to formulate a soundly defined territory on 
which proper training facilities can be instituted. As I pointed out in 
a previous paper, hypnosis represents one of the few, if not the only re- 
maining therapeutic specialty for which there currently exists no quali- 
fying board of examiners*; for which there is no recognized national 
training facility; for which there is still lacking the real support and 
encouragement typically offered to the more traditional specialities; 
and for which the legal basis for its practice is so poorly defined or non- 
existent. Much professional apathy in this regard can be blamed upon 
the fact that the history of hypnosis is so besmirched by the unbridled 
theatrical fringe. There can be no disputing of this unfortunate fact. 
However, it is my belief that the real reason hypnosis has never been 
fully acceptable to recognized therapeutic agencies resides less within 
the confines of its proximity to the lunatic fringe and more to the here- 
tofore undefined but nevertheless unconsciously-present, subliminal, 
realization that the hypnotic relationship is in many instances, a shared 
neurotic experience and that the hypnotist often indulges in the hyp- 
notic phantasy. 

It is this hypnotic phantasy—more transparent than realized—which 
leads serious workers in the therapeutic arts to question the credulity 
of hypnosis and its adherents. 

To the extent that academically accredited, professionally compe- 
tent and responsible workers in this area of interest can group together 
to repair the damage caused by the absence of such governing body, 
it is this writer’s contention that hypnosis can be brought more firmly 
into the family of recognized therapeusis. But this is not enough. Only 


*Since the formation of the SCEH Board an initial step in this direction has 
been taken. 
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when the psychological disturbances which make for the neurotic ap- 
peal of hypnosis and which stimulate the hypnotic phantasy, are de. 
finitively studied and relieved, will hypnosis really come into its own 

This is not a clarion call for the psychoanalysis of every hypnotist, 
It is an eleventh-hour prediction that the apparent reawakening and 
professional acceptance of hypnosis as a serious arm of psychological 
treatment will not survive unless those who serve in the rank and file 
of the hypnotic movement—the practitioner—command the respect 
attributable only to those who have sufficient psychological integration 
to use professional techniques to serve their patients rather than to 
use such procedures to serve their own phantasies. 
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BOOK REVIEWS 


Ambrose, G. and Newbold, G., A Handbook of Medical Hypnosis, Williams and 

Wilkins, Baltimore, 1958, 276 p. (Second Edition). 

This second edition has been issued to meet the need for medical treatise of 
hypnosis due to the recent rapid interest in hypnotherapy. The original goal 
set by the authors in the first edition was the use of this book as a handbook 
for medical students and for the general practitioner. With such an end, this 
volume needs to be much more replete with medical applications than it is. 
Chapter One on “History of Medical Hypnotism” is not really different from 
history of psychological hypnotism or of stage hypnotism and in a handbook of 
this calibre would have been better left out. The discussion of the legal problems 
involved is frank and well documented, though it is limited to England since 
there is no Hypnotism Act in North America. 

Eight chapters are then devoted to a serious discussion of medical applica- 
tions of hypnosis. Under “Hypnosis in General Medicine”, one finds everything 
from Asthma and Hay fever to Rheumatoid Arthritis. The section devoted to 
the Neuroses caters to the psychiatrist and psychologist and the case for hyp- 
nosis is very well presented. 

The use of hypnosis with children is also a growing field and these two London 
doctors have not only dealt with various disorders in children but also have 
suggested other lines of research within this area. Although they amplify their 
medical stands with ease histories, it is heartening to see that they have avoided 
the problem of too much conjecture based on one case history. 

Throughout the book, complete with two appendices and a very helpful index, 
one gets the impression that one is being lectured, not dogmatically but cau- 
tiously; one is guided, warned, encouraged by the two professors who would 
like to see their students succeed in the practice of hypnotherapy. The style of 
writing is direct, yet simple, medical but uncomplicated and of a highly scientific 
flavour since each chapter is fortified with references for additional reading. 

Gorpon Bissesar 
Institute for Research in 
Hypnosis 


Milechnin, Galina Solovey and Anatol, El Hipnotismo de Hoy, Buenos Aires: 

Ediciones Dyaus, 1957 

This Reviewer has not read many books in Spanish concerning hypnosis. In 
fact he can only recall at the most, two. The book under review by Galina Solo- 
vey and Anatol Milechnin would seem to meet the requirements of any exacting 
pursuer of up-to-date knowledge of hypnosis. One doubts that one could find a 
book that encompasses in a brief, yet satisfactory manner, most of the knowl- 
edge that we have on the ever interesting and ever revealing subject of hypnosis. 
The authors have brought out a book in the Spanish language that starts off with 
ahistorical outline. They then enter into the study of the nature of the hypnotic 
state. Their next chapter deals with the phenomena of hypnosis; their fourth 
chapter deals with the manner of inducing the hypnotic state; the fifth chapter 
deals with hypnosis and psychotherapy; and the final chapter is a summary of 
basic concepts of hypnosis and the use of hypnosis, mainly in psychiatric ill- 
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ness. There is a good index of subjects, although one misses the index of author, 
The references are excellent, and there is a separate listing of the authors’ pub 
lications on hypnosis, some of which are known to readers of this Journal. 

Entering into a critical aspect of this review, one must admit that the book 
makes a very coherent whole. The authors are very persuasive in their descrip. 
tive explanation of hypnotic phenomena. Their first hypothesis, which considen 
the state of hypnosis as a regression to an infantile state, might be the subject 
of much discussion and in some places might not be acceptable at all. There an 
a considerable number of points that might be discussed more fully, but they 
are not that important that they detract from the soundness of this book 
There might be some question about the methods and techniques which are ex. 
clusively theirs, but that is to be understood as they are referring to their ow 
personal experiences. Another point for discussion would be their differentiation 
between relaxation, and the hypnotic state. One would like to hope that the 
successes that they have had with obese people, alcoholics, stutterers, etc., could 
be so easily acquired by others who practice hypnosis. The purely psychological 
approach, which excludes the possibility of organic or biochemical deviations 
from normal, always make one feel that the enthusiasm of the authors detracts 
from their scientific detachment. It is well to keep in mind that stuttering might 
have, or it may be found to have, some organic basis. It is accepted that aleo- 
holics can have a biochemical disturbance. This, of course, does not exclude the 
psychological reactions which occur as a result of the physical upheaval. 

However, regardless of the various points that we briefly touch upon, one 
cannot help but feel that this book is a much needed and well documented souree 
for a study of hypnosis in the Spanish language. It should be successful, and we 
praise the authors’ efforts. 


Percy Rysere, M.D. 
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AMERICAN BOARD OF MEDICAL HYPNOSIS 


The American Board of Medical Hypnosis will certify between Janu- 
ary 1, 1960 and June 30, 1960 those physicians who meet the following 
standards: (1) Prior certification by one of the A. M. A. approved Ameri- 
can Medical Specialty Boards, and (2) Documented evidence, acceptable 
to the American Board of Medical Hypnosis, of seven years’ experience 
with medical hypnosis as part of the overall practice of their basic spe- 
cialties. In the case of general physicians, Active membership in the 
American Academy of General Practice will be accepted in lieu of A. 
M. A. Specialty Board Certification. During this six month period it 
will not be necessary for applicants to pass special examinations for this 
Board, provided that the aforementioned requirements are satisfactorily 
fulfilled. 


JeromE M. Scuneck, M.D. BERNARD B. Raatnsky, M.D. 
President Secretary-Treasurer 





